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The SURGICAL CLINICS 
OF NORTH AMERICA 


unfold a remarkably helpful 


Symposium for April on... 


Surgical Physiology of 
the Gastrointestinal Tract 


From the surgical centers of New York comes practical application of 
Editor, physiologic principles in gastrointestinal surgery. You'll gain new insight 
into the changes in normal or abnormal physiological function produced 


FRANK GLENN, M.D. 
by various surgical procedures. Every important organ is covered—from 


18 Articles, 290 pages the esophagus to the colon. 
and 85 Illustrations 


Consulting 


Full Contents of April, 1958 Number Physiological Basis for the Surgical Treatment of 
Nonmalignant Disease of the Biliary Tract-— 
Physiological Problems in Anesthesia During Sur- Sic: Clones 


Joseph 


gery of the Gastrointestinal Tract 
Artusio, Jr. and Valentino D. B. Mazzia 
Physiological Considerations in the Surgical Man- 
agement of Disorders of the Esophagus—II. A. 
Barnes and M. H. Sleisenger 
Ksophagitis—George H. Humphreys Il 
The Physiological Basis for Diagnostic Signs of an : 
Acute Abdomen—sS. Moore 
Intestinal Fistulas: Physiological Basis for Surgical 


Nervous and Hormonal Influences in Peptic Ulcer . 
—John M. Beal and Kirby A. Martin lreatment—1dllan FE. Dumont and John H. Mul- 

Physiological Basis for the Surgical Management of noe 
Peptic Ulceration—Ralph Schlaeger, Edmund N. 
Goodman, Harold D. Harvey and Henry Colcher 

Ascites in Liver Disease: Pathogenesis and Treat- 
ment—George E. Want= 

Studies on Portal Hypertension: Correlation Be- 


Changes in Pancreatic Physiology Incident to Pan- 
creatic Disease or Surgery— Vilton R. Porter 

Physiological Basis for the Surgical Management of 
Acute and Chronic Pancreatitis—Henry Doubilet 

Intestinal Obstruction: Physiological and Patho- 
logical Alterations—James VM. Winfield and Walter 


Physiological Basis for the Surgical Management 
of Regional Enteritis——Phillip Lear 

Physiological Basis for Surgery in Congenital Mega- 
colon— Robert B. Hiatt 

Physiological Considerations in the Management of 


tween Severity of Pathologic Involvement of the Idiopathic Ulcerative Colitis—Clarence Dennis 

Portal System and Variations in Tension— and Karl FE. Karlson 

Augusto H. Moreno, Louis M. Rousselot and Wil- Alterations in Gastrointestinal Tract Function Fol- 

liam F. Panke lowing Surgery: Nutrition and the Dumping 
Physiological Basis for the Surgical Treatment of Syndrome After Gastrectomy—Henry Thomas 

Jaundice—John L. Madden Randall 


The Surgical Clinies of North America are books issued serially, every other month. 
Kach book features an illustrated symposium of current and practical interest. All arti- 
cles are original and are written by America’s leading surgeons and specialists. Each 
number consists of a bound book of about 300 pages. It contains no advertising. For 
valuable reference the December Number includes a 3-year cumulative index. The 
Surgical Clinics are sold only by the year of 6 consecutive issues. Clothbound—$18.00. 
Paperbound $15.00. 


FORTHCOMING NUMBERS: June—Surgery of the Liver, Biliary Tract, Pancreas 
and Spleen—From The Lahey Clinic. August—l1. Surgery of the Lower Extremities. 
2. Surgery of the Head and Neck—From Marquette University and from University 
of Wisconsin. 


mn price, $15.00 a year, 45¢ a copy. Canadian 
eh Address all communications to 


1k JOURNAL of the American Medical Association is published weekly by the Americar Medical Association. Subscriptio 
7.00. Foreign $21.50. Accepted for entry as seeond class mail at the VPostoffice at Dayton, Ohie under the act of Mart 
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Gardners FUNDAMENTALS of NEUROLOGY 


New (3rd) Edition —clearly illuminates basic concepts leading to fuller 


understanding of the structure and functions of the nervous system 


Here is a helpful and basic book for anyone in- 
terested in a firmer appreciation of the intricate 
workings of the nervous system. Dr. Gardner 
presents in a simple and direct manner the fun- 
damental concepts of neuroanatomy, neuro- 
physiology and neurochemistry as a foundation 
for more detailed study of specific phases of 
neurology. 


Material is based upon dissection, microscopic 
studies of the nervous system, experimental data 
and study of neurologic disorders. You'll find 
useful information on topics like these: 


Control of visceral 
activity 

Spinal cord and nerves 

Peripheral nerves 

The brain stem 


Excitation and conduction 

Properties of the reflex arc 

Mediation of reception and 
response 

Control of muscular activity 


Falconer & Patterson's 


CURRENT DRUG HANDBOOK 


New — Quick information on 1000 


A simplified, practical reference source for the 
busy doctor, his nurse, office assistant or tech- 
nician. For 1000 drugs both old and new, in cur- 
rent use, data is listed in tabular form covering: 
Major name of drug—secondary name if there 
is one—source of drug—active principles, if of 
therapeutic importance—uses of drug—toxic 
symptoms — treatment for poisoning — dosage 
(metric & apothecary )—mode of administration 
—remarks about any specific problems in use of 
drug. 


Order of presentation is as follows: Antiseptics 
—Anti-infectives—Biologicals—Drugs affecting 
autonomic nervous system; central nervous sys- 


W. B. SAUNDERS COMPANY 


The cerebellum 
The forebrain 


The senses and their 
afferent pathways 


An excellent discussion of learning, language and 
conditioned responses is presented in a compact 
manner. You'll find a scholarly delineation of the 
clinical importance of motor areas and nervous 
pathways. The photographs are brilliantly clear 
and the diagrams are understandable and un- 
complicated. A useful glossary of neurologic 
terms adds additional value. 


Physicians. nurses, physiotherapists and occu- 
pational therapists interested in a clearcut in- 
troduction to the subject will find information 
of undeniable value in this new and up-to-date 
edition. 


By ERNEST GARDNER, M.D., Professor of Anatomy, Wayne State Uni- 


versity College of Medicine, Detroit. 388 pages, 514” x 844", with 154 illus- 


trations. $5.75. New (3rd) Edition! 


drugs in wide present yse 


tem; peripheral nervous system— Antihistamines 
—Histamines—Drugs affecting circulatory sys- 
tem; gastrointestinal system—Diagnostic drugs 
—Metabolic drugs—Drugs acting on respiratory 
system; urinary system—Miscellaneous Drugs. 
Some entries constitute only a few lines while 
others may fill half a page or more. In most cases, 
the information is extremely concise—since only 
important facts are included. This book is de- 
signed as a quick fingertip reference, not as an 
exhaustive pharmacologic encyclopedia. 

By MARY W. FALCONER, R.N., M.A., Instructor in Pharmacology, 
O'Connor Hospital School of Nursing; and H. ROBERT PATTERSON, 
B.S., M.S., Phar.D., Associate Professor of Bacteriology and Biology, San 


Jose State College and Pharmacist, O'Connor Hospital, San Jose, Cal. 
157 pages, 914” x 644”. About $3.00. Just Ready! 


Philadelphia 5, Pa. 


Please send and charge my account: 


[_] Surgical Clinics of North America (Beginning April, 1958) 


[] Clothbound $18.00 
[] Fundamentals of Neurology $5.75 


Name..... 


Address .. 


[] Paperbound $15.00 
[|] Current Drug Handbook 
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The nature and practical application 
of an important antibiotic... 


Waksman: NEOMYCIN 


A comprehensive study of neomycin by 35 investigators. The editor is 

Nobel prizewinner Selman Waksman. The subject is considered under the following 
headings: Historical Background (Waksman). Microbiological and Chemical 
Aspects (6 chapters). Antibacterial and Pharmacological Properties of Neomycin 

(5 chapters) . Clinical Uses of Neomycin (11 chapters). Miscellaneous Uses 

(7 chapters). Bibliography. Appendix I—Summary of Clinical Uses of Neomycin. 
Appendix II—Trade Names of Commercial Preparations Containing Neomycin. 
List of Manufacturers—Domestic and Foreign. Author Index. Subject Index. 


Edited by SELMAN A. WAKSMAN. Associate Editors: HUBERT A. LECHEVALIER 
and BURTON A. WAISBREN. Assistant Editor: ROBERT A. DAY 


420 pp., 41 figs. (1958) ° $5.00 


Presents the chemistry of tubercle bacilli, 
pathology of the host, and treatment... 


Long: CHEMISTRY 
AND CHEMOTHERAPY 
OF TUBERCULOSIS 


NEW 3rd edition! 


The scope of this book is summed up in the subtitle: A Compilation and 

Critical Review of Existing Knowledge on the Chemistry of Tubercle Bacilli and 
Their Products, Chemical Changes and Processes in the Host, and Chemical 

Aspects of the Treatment of Tuberculosis. This new edition incorporates the 

wealth of new information that has been made available. The section of 
chemotherapy has been particularly strengthened and treatment with antibiotics 

and such promising new drugs as Isoniazid and thiosemicarbazones is fully discussed. 


By EsMonpD R. Lone, M.D., PAé.D., Sc.D., Emeritus Professor 
of Pathology and formerly Director, Henry Phipps Institute 
for the Study, Treatment and Prevention of Tuberculosis, 

University of Pennsylvania; formerly Director of Medical 
Research, National Tuberculosis Association 


460 pp., 10 figs. (1958) . $12.00 


A salute to medical school progress—MEDICAL EDUCATION WEEK ... . April 20-26 
Pian to attend the World pocsconal of paasremcnctvtics Sheraton Park Hotel, Washington, D.C., May 25-31. 


SHOP BY MAIL 


THE WILLIAMS AND WILKINS COMPANY 
Mount Royal & Guilford Aves., Baltimore 2, Md. 


Please send the following on approval: 


(Please print) 


Zone State. 


0 Payment enclosed. O Bill me. 
Shopping by mail is an easy, time-saving way to 
select books for your personal library. JAMA-4-5-58 
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TO HELP YOU 


IN TODAY’S PRACTICE 


Stimson & Hodes—Manual of the 
Common Contagious Diseases 
By PHiLip MOEN Stimson, A.B., M.D. 


Professor of Clinical Pediatrics, Cornell University 
Medical School, New York 
and Horace Louts Hopes, A.B., M.D. 
Pediatrician-in-Chief and Director of the Department of 
Pediatrics, Mt. Sinai Hospital, New York 

Features of this manual include its clear guidance on diag- 
nosis, differential diagnosis, special isolation technics, length 
of contagion period and detailed treatment. ‘“This excellent 
book brings together most of the significant information 
available today concerning the common contagious diseases. 
Can be recommended highly.’’"—J. A. M. A.. March 9, 1957. 

5th Edition. 624 Pages. 84 Illus. and 10 Plates, 

8 in Color. 16 Tables. Flexible Binding. $8.50 


Merritt—Neurology 
By H. Houston Merritt, M.D. 

Professor of Neurology, Columbia University, New York 
Diseases of the nervous system are presented as an integral 
part of internal medicine. Full consideration is given to the 
common diseases. Therapy is detailed. An extensive Index 
aids in differential diagnosis. “Highly recommended.” — 
Southern Medical Journal. 


746 Pages. 181 Illustrations and 128 Tables. $12.50 


Zimmerman, Netsky, Davidoff— 


Tumors of the Nervous System 


By H. M. ZIMMERMAN, M.D. 
MakrTIN G. Nevsky, M.D. 

and Leo M. Daviporr, M.D. 

Montefiore Hospital, New York City 
With an average of more than one color plate per page, this 
authoritative atlas both gross and, microscopic fea- 
tures of all tumors of the brain, spinal cord and peripheral 
and sympathetic nervous systems, as well as space-occupying 
lesions. “The authors are to be commended.'’—Neurology. 

191 Pages, 7” x 10”. 277 Illustrations, 233 in Color. 
4 Tables. $25.00 


Simmons & Gentzkow—Medical 
& Public Health Lab. Methods 


Edited by JAMEs S. SIMMONS 

S.B., M.D., Ph.D., Dr.P.H., $.D. (Hon.) 

Late Brigadier General, U. S. Army (Retired) ; Dean and Professor 
of Public Health, Harvard School of Public Health 

and CLEON J. GentzKow, M.D., Ph.D. 

Colonel, U. S. Army (Retired); Director, Bureau of Laboratories, 
Department of Health, Commonwealth of Pennsylvania. 
35 CONTRIBUTORS 

This intensely practical edition is useful to physicians, medi- 
cal and public health laboratories, and to all who interpret 
laboratory findings. ‘This book is assured of continued ac- 
ceptance . . . it lends itself well to everyday desk use.’’-— 
]. A. M. A., October 15, 1955. 


6th Edition. 1191 Pages. 115 Illustrations and 
9 Plates in Color. 129 Tables. $18.50 


Epstein—Skin Surgery 
By Ervin Epstein, M.D. 

Assistant Clinical Professor of Medicine (Dermatology ), 
Stanford University Medical School, San Francisco, California 
This is a book of easily learned procedures for eliminating 
skin diseases that are amenable to surgical therapy. The 16 
chapters include grafting, cancer surgery and biopsy, chemo- 
surgery, skin planing, cryosurgery and therapeutic tattooing. 

“Valuable and timely.” —California Medical 
228 Pages. 242 Illustrations on 101 Figures. $7.50 


Faust—Animal Agents and 


Vectors of Human Disease 
By ERNEST CARROLL Faust, M.A., Ph.D. 


.The William Vincent Professor of Tropical Diseases and 
Hygiene, Department of Tropical Medicine and Public 
Health, Tulane University School of Medicine, 

New Orleans 
Dr. Faust presents a full discussion of those parasites which 
produce human disease. The etiology, epidemiology, patho- 
genesis, symptomatology, diagnosis, treatment and control of 
this group of infections are considered in detail. “Excellent.” 
—American Journal of Tropical Medicine and Hygiene. 

660 Pages. 216 Illustrations and 9 Plates, 
1 in Color. 12 Tables. $9.75 


LEA gs FEBIGER WASHINGTON SQUARE, PHILADELPHIA 6, PA. 


Canadian Agent: The Macmillan Company of Canada, Ltd., 70 Bond St., Toronto 


Please enter my order and send the books indicated below: 
(-] Check enclosed («Bill me at 30 days. 


(j Stimson & Hodes Man. of the Common Contagious Diseases 
C) Zimmerman, Netsky, Davidoff — Atias of Tumors of Nervous System 25.00 


Dr. (please print) 


J.A.M.A. 4-5-58 


() Charge under your partial payment plan. 
C) Simmons & Gentzkow—Medical & Public Health Lab. Methods... $18.50 
Epstein —Skin Surgery 


() Faust—Animal Agents and Vectors of Human Disease 
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New Clinical Books Fro rr 


PAUL B. HOEBER, Ine. 


MEDICAL BOOK DEPARTMENT OF HARPER & BROTHERS 


BAYLEY’S Biophysical Principles of Electrocardiography 
New! An eminent investigator and teacher describes and illustrates the basic 
knowledge essential for understanding electrocardiographic wave form. Required 
information from electricity and mathematics is reduced to easily comprehended 
methods. This new work will supplement, not duplicate texts now on your 
shelves. By Ropert H. Bay ey, M.D., University of Oklahoma School of Medicine. 
Approx. 250 pp., profusely illus. $8.00 


BUXTON and SOUTHAM’S Human Infertility 


New light in an area of major concern. Here is help in caring for the childless 
couple—help based on extensive experience and follow-up care of over 2000 
infertility patients. Clearly, concisely, realistically, the authors describe all the 
available tools and technics to enable you to investigate thoroughly and pro- 
vide optimum therapy. By C. Lee Buxton, M.p., Yale University School of 
Medicine; and ANNA L. SouTHAM, M.D., College of Physicians and Surgeons, 
Columbia University. Approx. 240 pp., illus, $7.50 


MILCH and MILCH’S Common Fractures 


Practical! Designed for the emergency diagnosis and management of common 
fractures, this book will be a boon to the medical student, the general practi- 
tioner, the surgical resident, and the orthopedic surgeon. By HeNry MILcH, 
M.D., Hospital for Joint Diseases, New York; and Ropert A. MILcn, M.D., Peter 
Bent Brigham Hospital, Boston. Approx. 400 pp., profusely illus. In press 


PALMER’S Clinical Gastroenterology 


Bedside Medicine! Today’s psychosomatic concepts are integrated with the or- 
ganic approach to disease in this new volume. Complete treatment programs, 
recommendations based on personal experience, and specially prepared clinical 
illustrations make this a unique and valuable guide. By Eppy D. PALMER, M.D., 
Lieut. Col. Medical Corps, U.S.A. 640 pp., profusely illus. $18.50 


PASCHKIS, RAKOFF, and CANTAROW’S Clinical Endocrinology 


New 2nd Edition! In this revision every chapter has been up-dated to bring you 
all the newest information. Every phase of modern endocrinology is at your 
fingertips; for example: the new schedules for treatment of Addison’s Disease, 
new knowledge of synthesis of thyroid hormone, new use of the long-acting 
steroid hormone preparations. By Karu E. PascHkIs, M.D.; ABRAHAM E. RAKOFF, 
M.D.; and ABRAHAM CANTAROW, M.D., all at Jefferson Medical College. 
Approx. 860 pp., illus., some pages in full color. In press 


PAUL B. HOEBER, Inc., 


Mepicat Book DEPARTMENT OF HARPER & BROTHERS 
49 East 33rd Street, New York 16, New York 


Please send me on approval the books checked: 
00 BAYLEY’S Electrocardiography ... .$8.00 MILCH & MILCH’S Fractures. ..in press 


BUXTON & SOUTHAM'’S Infertility $7.50 PALMER’S Gastroenterology 
] PASCHKIS et al, Endocrinology. .in press 


(0 My check is enclosed (return privileges) (CO Bill me 
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WHEN 
BLOOD 
PRESSURE 
MUST 
COME 
DOWN 


AS IN THIS CASE": 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 

mild calming and antihyper- 

tensive effects of Serpasil 

complement the more marked 

antihypertensive action of 

Apresoline. Thus, Apresoline is 

effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasi!l and 25 mg. Apresoline hydrochloride 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® = = 
(hydralazine hydrochloride CIBA) 

SERPASIL®- APRESOLINE® hydrochloride 

(reserpine and hydralazine hydrochloride CIBA) 


€ | B A SUMMIT, N. J. 


2 253000 


J.A.M.A., April 5, 1958 


“I have to give him credit for discovering she “We pay a dollar an hour plus free hospitalization.” 
has heart trouble! 1 never knew she had a heart!” 


WITH AUTHORS 


AND SUBJECTS ... 


Divided into sections, one devoted to books and the 

other to periodical literature, the QUARTERLY 

CUMULATIVE INDEX MEDICUS contains, in its 

major part, a compilation of periodical references by 

author and subject arranged in one alphabet for easy 

use. The exact bibliographic reference is given under 

the author with the title in the original language, 

F , while titles under subject headings are all in English. 

Another volume is now available The index also includes a listing of journals, addresses 
and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI- 

YOUR CUS appears twice a year; volumes are cloth bound 

and cover periodicals received within the six months 

GUIDE TO indicated. These volumes are a convenient and inclu- 

sive reference for current medical literature. Invalu- 

CURRENT able for practitioners, specialists, teachers, editors, 
PUBLICATIONS writers, investigators, students and libraries, 


SUBSCRIPTION PRICE: 
$25 a Year 
Canadian and Foreign 
$27 a Year 
Single Volumes: 
Domestic, $15; Canadian and Foreign, $16 
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AMERICAN MEDICAL ASSOCIATION! 
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all day 

all night 

with just 

one Pyribenzamine 


The Pyribenzamine Lontab is unique 

in two ways. Its outer shell actually 
releases 33 mg. Pyribenzamine for 
immediate relief. Its specially formulated 
inner core slowly and consistently 

releases an additional 67 mg. Pyribenzamine 
to extend relief up to 12 hours. 


For short-term or intermittent therapy, you 
can prescribe regular Pyribenzamine tablets. 


SUPPLY: Pyribenzamine 
Lontabs, 100 mg, (light blue). 
Pyribenzamine Regular Tablet, 
50 mg. (scored) and 25 mg. 
(sugar-coated). 

PYRIBENZAMINE® hydrochloride 


(tripelennamine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 


C I B A SUMMIT, N. J. 
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Rebels 


with 


Revolutionary changes have taken place in the treatment of 
disease during the past twenty years...changes which have 
lowered the death rate to the extent that more than 3 million 
persons are alive today who would have died during this period. 


What has been responsible for the revolution? The thirst for 
knowledge of the research chemist ...the production genius of 
the pharmaceutical manufacturer... the mass distribution serv- 
ices of the wholesale druggist ...the capabilities of the practicing 
pharmacist ...and the matchless skill of the physician. This is a 
health team of “revolutionaries” who will never admit defeat in 
their endless rebellion against disease. 


A MESSAGE OF THE HEALTH NEWS INSTITUTE, 60 E. 42 Street, New York 17, N.Y. 
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BUCCAL TRYPSIN TABLET 


. 
effective systemic 
| 


/ 


enzyme therapy without injection 


Parenzyme buccal tablets, an exclusive research devel- 
opment of THe NationAL DruG Company, permit 
trypsin to enter the blood stream rapidly and directly 
via the oral mucosa. They provide the anti-inflam- 
matory and anti-edematous action of intramuscular 
Parenzyme. 


More than 2000 published case reports attest the 
excellent clinical results of Parenzyme in thrombo- 
phlebitis, ulcerations, inflammation, ocular trauma and 
bronchial congestion. The new buccal tablet combines 
this striking anti-edematous, anti-inflammatory effect 
with a convenience and flexibility of dosage hitherto 
unattainable. 


The recommended daily dose of Parenzyme B is 20 mg.— 
one 5 mg. buccal tablet, four times daily. 

For maintenance therapy Parenzyme buccal tablets are used 
following initial Parenzyme injections. 

For mild inflammatory conditions such as sprains, contu- 
sions, or hematomas, Parenzyme buccal may be used alone. 
For severe inflammatory conditions Parenzyme buccal tab- 
lets and Parenzyme Aqueous (I.M.) are usually administered 
concurrently to sustain high trypsin levels between injections. 


Greater comfort and freedom win patient 
cooperation, ensure adherence to your 
schedule, make Parenzyme B well suited 
for ambulatory and maintenance therapy. 


pleasant {convenient /simple / exclusive 


PARENZYME B (buccal trypsin tablet) 


vials of 24 tablets, each 
containing 5 mg. trypsin. 
Also avajlable: 
PARENZYME AQUEOUS 


(25 mg. trypsin plus 5 ml. diluent) 


PARENZYME IN OIL 
(25 mg. trypsin in 5 ml. vial) 


Products of Or:zinal Research 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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A. M. A. Archives of 

INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$10.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 
Important studies on the eye contributed by 
outstanding investigators. Practical hints in 


Specialty 
MEDICAL 


Journals 


published monthly 


A. M. A. Archives of 
NEUROLOGY and PSYCHIATRY 


Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 

Channeling to the physician authoritative, 
current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 


“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibliographic material. Case Reports, Re- 
views, Abstracts from Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized infor- 


Reviews. $12.00 yearly. 


yeturn this coupon with remittance 


mation. $14.00 yearly. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN e CHICAGO 10 


Please exter my subscription to the specialty journal checked at 
right. 
Keep my name on list until I ask you to cancel. Remittance for 


Name 
Address 
City 


O A.M.A. 
OA.M.A. 
OA.M.A. 
OA.M.A. 
OA.M.A. 
OD A.M.A. 
OA.M.A. 
A.M.A. 


OA.M.A. 
Psychi 


U.S.A. & 
Possessions Canada 
APO's 


Arch. Neurology and 
latry $14.50 
12.50 
10.50 
10.50 
12.50 
14.50 
10.50 
12.50 
14.50 


Arch. Dermatology 

Arch. Industrial Health.... 10.00 
Arch. Internal Medicine.. 10.00 
Jrl. Diseases of Children.. 12.00 


Arch. Ophthalmology 
Arch. Otolaryngology 


Outside 
U.S.A. & 
Possessions 


$15.50 
13.50 
11.50 
11.50 
13.50 
15.50 
11.50 
13.50 
15.50 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ® “Meprotabs” are pleasant tasting, and easy to 
swallow. ® In this new form, the nature of medication is not iden- 
tifiable by the patient. ® ‘““Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. ® Usual 


dosage: One or two tablets t.i.d. “VI epr ot ab i 


® 
WALLACE LABORATORIES, New Brunswick, N. J. (2-methy!-2--propyl-1, 3-propanedio! dicarbamate) 
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A new concept in antiby pertensive 
therapy: concomitant use of an 
improved ganglionic blocking agent 
(‘Inversine’) and anew 
antihypertensive agent (‘Diuril’) for 
smoother, simplified management 


onger 
for 
Hypertensives 


In moderate, severe, and malignant hypertension, ganglionic blocking 


‘Inversine’ often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life. 


“When employed under carefully controlled conditions with adequate 
attention to proper regulation of dosage, mecamylamine [‘Inversine’] may 
be expected to reduce blood pressure effectively and to ameliorate various 
manifestations of hypertensive-cardiovascular disease. These include such 
symptoms as headache, dizziness and vertigo, hypertensive encephalopathy 
and cerebral or subarachnoid hemorrhage, retinopathy, cardiac hyper- 


trophy, and, in some cases, cardiac decompensation.” 
Council on Pharmacy and Chemistry, New and Nonofficial Remedies: 
Mecamylamine Hydrochloride, J.A.M.A. 162: 1469-1471, Dec. 15, 1956. 


Now, concomitant use of a newly discovered antihypertensive agent 


(‘Diuril’) has been found to enhance the hypotensive effect of ‘Inversine’— 


while reducing the required dosage of ‘Inversine’ and often minimizing the 


serious side effects of ganglionic blockade. 
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‘Inversine’ 


MECAMYLAMINE HYDROCHLORIDE 
a greatly improved 
ganglionic blocking agent 


Unlike the other ganglionic blocking agents, ‘Inversine’ 
is not a quaternary ammonium compound, It is a secondary 


amine, and has significant advantages: 


e of the orally effective blocking agents, only ‘Inversine’ 


is completely and uniformly absorbed 


e it provides predictable, reproducible effects with 


minimal day-to-day fluctuations in blood pressure response 


e ‘Inversine’ is effective in low dosage 
@ permits convenient dosage schedules 


e usefulness not limited by development of tolerance 


e it has a gradual onset of effect, reducing the likelihood of 


sudden drops in blood pressure 


DOSAGE RECOMMENDATIONS 


New Patients 

1. Initiate ‘Diuril’ therapy 

‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 

2. Add ‘Inversine’ as follows: 

(‘Inversine’ is established in the same manner whether used 
with ‘Diuril’ oralone.) Recommended initial dosage is 2.5 mg. 
‘Inversine’ twice a day, preferably after meals. May be in- 
creased by 2.5 mg. at intervals of no less than two days until 
desired response is obtained. In severe or urgent cases, the 
increments may have to be larger or more frequent, with the 
largest dose given preferably at noon or in the evening. 
‘Inversine’ is extremely potent and should always be titrated 
according tothe patient's orthostatic blood pressure response. 


3. Adjust dosage of ‘Diuril for optimal response. 


Patients on ‘Inversine’ and/or 

other ganglionic blocking agents 

1. Initiate ‘Diuril’ therapy 

‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 


‘Diuril’ 
CHLOROTHIAZIDE 


new and unique 
antiby pertensive agent 


e provides basic therapy to improve and 
simplify the management of hypertension 


e often reduces dosage requirement of 

ganglionic blocking agents and other 

antihypertensive agents below the level 
& of serious side effects 


e added to other antihypertensive agents, 
is often effective in controlling blood 
pressure of even highly resistant cases 


e smooths out blood pressure fluctuations 


e effectiveness not diminished by 
development of tolerance 


e well tolerated even at maximum 
therapeutic doses 


2. Adjust dosage of ganglionic blocking agent 
If the patient is established on a ganglionic blocking agent 
(e.g., ‘Inversine’) it should be continued, but the total daily 
dosage should immediately be reduced by as much as 25 to 
50 per cent. This will reduce the serious side effects often 
observed with ganglionic blockade. 

If other antibypertensive agents are used, their dosage 
should be adjusted as indicated by patient response. 


3. Determine optimal maintenance dosage 

The patient must be observed frequently and careful 
adjustment of all agents should be made to determine 
optimal maintenance dosage. 


PRECAUTIONS: Side effects of ‘Inversine’ are essentially 
the same as those encountered with other ganglionic block- 
ing agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus 
may result if constipation is unchecked. Patients should be 
informed how to cope with postural hypotension should 
this occur. ‘Inversine’ is contraindicated in coronary insuf- 
ficiency, organic pyloric stenosis and recent myocardial 
infarction. 


SUPPLIED: ‘Inversine;} tablets of 2.5; mg. and 10 mg. Bottles 
of 100. ‘Diuril} tablets of 250 mg. and 500 mg. Bottles of 
100 and 1000. 


Inversine 


MECAMYLAMINE HYDROCHLORIDE 


CHLOROTHIAZIDE 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO,, INc., PHILADELPHIA 1, PA. 


INVERSINE and DIURIL are trade-marks of MERCK & CO., Inc 
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anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 
repressed hostility—potentially as harmful as blowing off steam. 


Remove the fear factor by lowering the anginal attack rate. Peritrate, 
a long-acting coronary vasodilator, reduces the frequency and severity 
of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 


For the unduly apprehensive patient (especially early in treatment), 
Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 
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and new Peritrate with Nitroglycerin 


“Systolic” 
Sylvester 


—always just about at the “boiling point’’—he never gives “Sj 
his blood-pressure a chance to normalize. To ease the tension out ~ 
of his system and keep him on a tranquil keel, a time-proved ‘daytime 
sedative’’— BUTISOL SODIUM — is a wise choice. 


BUTISOL SODIUM’ 


BUTABARBITAL SODIUM 


McNEIL 


LABORATORIES, INC, 
PHILADELPHIA, PA. 


TABLETS, 15 mg. (% gr.), 30 mg. (% gr.), 50 mg. 
(% gr.), 100 meg. (1% gr.), R-A (Repeat Action) 
30 mg. and 60 mg. 
ELIXIR, 30 me. (2 er.) per 5 cc. 


CAPSULES, 
100 meg. gr.) 
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“INFINITELY MORE IMPORTANT 
TO THE PHYSICAL AND MENTAL WELL-BEING 
OF THE INDIVIDUAL WOMAN 
IS THE SECONDARY ROLE OF THE OVARY...’’* 


The role of estrogen as a metabolic regulator influencing skin, bone, and vas- 
cular system, assumes primary importance in the climacteric. 


That is why ‘“Premarin,® natural oral estrogen, is specific in the alleviation of 
menopausal and postmenopausal symptoms. “Premarin” is replacement therapy 
directed at the underlying cause: estrogen deficiency. It improves general me- 
tabolism, stabilizes the vasomotor system, and imparts a “sense of well-being.” 


When severe emotional symptoms are present... 

In certain cases “Premarin” with Meprobamate will be useful until such time 
as these symptoms are relieved — when therapy can then be resumed with 
“Premarin” alone. 


When the physician prefers estrogen-androgen therapy, “Premarin” with Methyl- 
testosterone can be employed to good advantage as combined therapy. 


*Masters, W.H.: Am. J. Obst. & Gynec., 74:733 (Oct.) 1957. 


@ AYERST LABORATORIES * New York 16, New York * Montreal, Canada 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 5816 


r 


distress can be alleviated with certainty 


in the menopause and postmenopause 


nN at u ral “Premarin” contains all of the naturally occurring components of the equine 
estrogen complex. 


p rove d Fifteen years of clinical research have proved the specific value of 


“Premarin.” 


versa t | | © “Premarin” is so well tolerated that it is useful not only in the 
menopause but in the wide variety of metabolic disorders 
which characterize the postmenopause period of life. 


provide a 
“sense of well-being” 


conjugated estrogens (equine) 


AYERST LABORATORIES - NEW YORK 16, NEW YORK + MONTREAL, CANADA 
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Corrosion preparation showing 
complex arterial network 
of the kidney. 


in urinary tract infections 


direct /effective 


“Thiosulfil” goes where it is supposed to (the urinary channels) . . . when it’s supposed to (rapidly) 
... in the form it’s supposed to (virtually unacetylated) . . . and does what it’s supposed to do (control 
most infecting organisms). In a simple, expeditious manner “Thiosulfil” checks urinary tract infec- 
tions and with optimal safety. 


Ayerst Laboratories - New York 16, New York - Montreal, Canada 


(\ 
: ‘ A 
x yf AG 
S 
ARO 
5836 
Ver. 


Where should antibacterial concentrations be achieved in urinary tract in- 


fections? 


At the site of infection . . . and that’s where “Thiosulfil” exerts bactericidal 


as well as bacteriostatic action — in urinary channels. 


In what form is sulfonamide therapy most active? 


In the free, non-acetylated form . . . and “Thiosulfil” is about 95 per cent free 


and non-acetylated. 


How rapidly should bacteriostatic action be achieved? 


As quickly as possible . . . “Thiosulfil” achieves potent urinary concentrations 


within 2 hours. 


What should sulfonamide therapy do in urinary tract infections? 


Control infecting organisms . . . and “Thiosulfil” is effective against practically 
all gram-negative and gram-positive organisms found in the urinary tract. 


“Thiosulfil” is highly soluble in urine over a wide pH range, thus permitting 
effective action with virtually no side effects. 


in urinary tract infections 


direct / effective 


“THIOSULFIL. 


(brand of sulfamethizole) 


Ayerst Laboratories * New York 16, New York * Montreal, Canada 
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Ten or fifteen years ago this patient should have sought proper 
treatment for his severe acne. Now only surgery can remove the 
unsightly scars. The emotional scars will be harder to remove. 


When patients ask your advice about acne or when you see any patient 
whose acne needs attention, prescribe ‘Acnomel’ Cream or Cake. 
‘Acnomel’ has proved its effectiveness and safety in many thousands 
of patients. These patients appreciate the ease of application with 
‘Acnomel’ and the fact that it conceals as it heals. 


To provide all-day and all-night therapy, prescribe both ‘Acnomel’ 
Cream and Cake—Cream for morning or evening use and Cake for 
convenient use away from home. 


AG N © M al oor & CAKE 


sulfur, resorcinol, hexachlorophene 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U. S. Pat. Off. 
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when anxiety intervenes... 


to control behavior and emotions 


perphenazine 


full-range tranquilizer 


MILD TENSION AND ANXIETY STATES 


avoids interruption of routine therapy when anxiety intervenes 


AMBULATORY PSYCHONEUROTICS 
facilitates psychotherapy 


HOSPITALIZED AGITATED PSYCHOTICS 


produces behavioral and ideational improvement without hypnotic effects 


* adequate safety in recommended dosage ranges 


¢ hypotension virtually absent; narrowing of visual fields and agranulocytosis 
not reported 


« skin photosensitivity absent 


The physician should be thoroughly familiar with Schering literature regarding indications, 
dosage, side effects, precautions and contraindications before prescribing TRILAFON. 
TRILAFON—grey tablets of 2 mg. (black seal), 4 mg. (green seal), 8 mg. (blue seal), bottles of 
50 and 500; 16 mg. (red seal), for hospital use, bottle of 500. 


PLUS NEW DOSAGE FORMS FOR FLEXIBLE THERAPY: 
TRILAFON Injection—5 mg., ampul of | cc., boxes of 6 and 100. TRILAFON Syrup—2 mg. in each 
tsp. (5 cc.), 4 oz. bottle. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 


TR-J-1238 
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now available 
the parenteral form 


perphenazine 


full-range tranquilizer 
potent antiemetic 


effective prevention and emergency control of 
severe nausea and vomiting in surgery and 
obstetrical cases; highly agitated mental states 


virtually free from 
significant hypotension and pain on injection 


no apparent impairment of mental acuity 


TRILAFON Injection—5 mg., ampul of | cc., 
boxes of 6 and 100. 


Refer to Schering literature for specific information 
regarding indications, dosage, side effects, 
precautions and contraindications. 


SCHERING CORPORATION ¢ BLOOMFIELD, NEW JERSEY 


TR-J-018 
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for gratifying 


rauwolfia response with 


virtually no serious side actions 
Rauwiloid® 


LOS ANGELES 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Appropriations Increased for 
Institutes of Health. . 


Hospitals Are Included in 
New Public Works Measure . 


Expanded Research Urged on 
Air Pollution by Autos . . 


HOUSE COMMITTEE BOOSTS FUNDS FOR 
INSTITUTES OF HEALTH 


The House Appropriations Committee, reporting 
on a funds bill for the next fiscal year, has increased 
the budget for the Department of Health, Educa- 
tion, and Welfare by about 6% over the Budget 
Bureau’s recommendation, with almost all of the 
increase going to the National Institutes of Health, 
the research arm of Public Health Service. 

At the same time the committee criticized the 
administration for making budget requests that 
were “unrealistically” low in view of what the 
committee regards as the needs of the nation for 
work in medical programs, particularly research. 

The budget must still pass the House, where few 
changes are anticipated. The Senate in recent years 
has tended to increase funds for medical and wel- 
fare activities. As finally compromised, the appro- 
or generally are higher than the totals voted 
the House. 

Here are some of the more important totals in 
the bill as voted out by the House committee: 

Total amount for the Department of Health, 
Education, and Welfare, $2,565,080,581, as com- 
pared with $2,550,724,581 recommended by the 
Budget Bureau and $2,732,914,381 HEW is spend- 
ing the current year. 

Total amount for the National Institutes of 
Health, $253,083,000, as compared with $241,183,- 
000 proposed by the Bureau (the same as this year’s 
appropriations). 

Total amount for Public Health Service, $578,- 
696,000, as compared with $566,689,000 recom- 
mended by the Bureau and $562,750,000 PHS is 
spending the current year. 

Largest single increase for the institutes was 
$2,700,000 more for the Mental Health Institute, 
raising its figure from the bureau's requested $37,- 
698,000 to $40,398,000. Also, the committee wrote 
into the bill $3,700,000 for construction of a build- 
ing to house the Dental Research Institute. This 
item was not in the President's budget. 

As expected, the committee voted $121,200,000 
for the Hill-Burton hospital construction program, 
the total the administration had requested after 
first proposing only 75 million dollars. Commenting 
on this, the committee said: “It is difficult . . . to 
determine whether the primary reason for the 
recommended reduction was simply to conform 
with some high budget policy or the helief that the 


program had accomplished its purpose to the point 
where a reduction would be in keeping with the 
original objectives. . . . There is little doubt that 
the revised estimate of $121,200,000 more nearly 
conforms with the public opinion on this subject 
than did the original request of 75 million dollars.” 

The committee approved $9,300,000 for the Food 
and Drug Administration, after lopping off $110,- 
000 that the FDA had requested for its civil de- 
fense activities. At the same time the committee 
censured FDA for not going ahead with an im- 
provement program that had been recommended 
two years ago by an advisory committee. “The 
committee is at a loss to understand why these 
recommendations have been discarded.” 

Also scored by the committee was the Public 
Health Service’s handling of the Indian health pro- 
gram. It cited “fumbling around” on the construc- 
tion of one hospital, funds for which were author- 
ized more than two years ago. “The committee will 
expect the surgeon general to take a personal in- 
terest in correcting the administrative shortcomings 
and in seeing to it that the Indian health services 
are better integrated into the Public Health Service 
generally,” the report said. 

On research, the committee said it could not 
accept as “being even near to adequate” the budget 
submitted by the administration > the Institutes 
of Health. In addition to increasing NIH funds, the 
committee also rejected an administration proposal 
that up to 25% of a grant be set aside as “overhead 
expenses” for the institution doing the research. 
This action made an additional $6,700,000 avail- 
able for direct grants. 

In voting the Mental Health Institute an addi- 
tional $2,700,000, the committee complained that 
the institute's training program is lagging. It ear- 
marked $700,000 specifically for training. “Action 
to produce the required group of trained people— 
psychiatrists, psychiatrically trained physicians, so- 
ciologists, psychologists, and psychiatric nurses—is 
inadequate. The committee has seen little evidence 
of the kind of bold thinking and action that will be 
necessary to meet the personnel shortages. As one 
specific approach, the committee wishes part of the 
increase to be devoted to a more vigorous pilot 
project for providing basic psychiatric instruction 
to physicians.” 


COMMITTEE RECOMMENDATIONS FOP 
HEALTH EXPENDITURES 


Following are recommendations of the House 
Appropriations Committee for budgets for various 
health and welfare activities in the Department of 
Health, Education, and Welfare for the fiscal year 
starting July 1. The House still must pass on the 
figures, after which the bill goes on to the Senate. 
The left column indicates money being spent in 


(Continued on next page) 
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the current fiscal year, the center column what the 
Budget Bureau recommended, and the right col- 
umn the committee’s proposals. 


Budget 
Bureau Committee 
Current Recommen- Recommen- 
Activity Spending dations dations 
Food and Drug Administration. 9,300,000 $ 9,410,000) $ 9,300,000 
Freedmen’s Hospital 3,000,000 2,975,000 2,975,000 
Howard University 4,212,000 4,334,000 4,186,000 
33,7: 50,081 33,750,081 33,750,081 
5 56,800,000 56,800,000 
4,400,000 4,400,000 
Aid to states (gen’'l).. 22 592, 22,889,000 2? 000,000 
Tuberculosis 7'000,000 5,386,000 5,386,000 
Communicable diseases 7,050,000 6,200,000 6,200,000 
Sanitary engineering. 12,640,000 12,815,000 12,725,000 
Waste treatment works 15,000,000 45,000,000 45,000,000 
Hill-Burton program 121,200,000 121,200,000 121,200,000 
Hospitals, medical care......... 44,399,000 44,309,000 44,730,000 
Foreign quarantine 3,876,000 3,983,000 3,983,000 
Indian health activities 40,100,000 410,225,000 40,225,000 
National Institutes of Health 

General research & service..... 14,026,000 17,742,000 

56,402,000 55,923,000 
39,217,000 37,697, 40. 397 000 
35.936 000 34,712,000 £212,000 
Dental Health.. 6,430,000 000 
Arthritis and metabolic diseases 20,385,000 20,592,000 21,092,000 
Allergy and infectious diseases 17,400,000 17,497 000 17,997 000 
National Library of Medicine. . 1,450,000 1,415,000 1,415,000 
St. Elizabeth's Hospital 3,320,800 3,366,000 3,366 000 
Maternal & child welfare...... $1,500,000 41,500,000 $2,500,000 


TESTIMONY HEARD ON PUBLIC WORKS BILL 


The Senate Banking and Currency Committee 
has been receiving a variety of advice - the 
Democratic-sponsored antirecession bill for a 2 bil- 
lion dollar public works loan program. It provides 
for 50-year loans at 3% to states and local govern- 
ments for building a wide range of public projects, 
including hospitals, rehabilitation and health cen- 
ters, and public medical schools. The program 
would be handled by the Community Facilities 
Administration. 

The American Hospital Association urged the 
committee to amend the bill so that loans also 
could be made to private hospitals for renovation 
and modernization. The AHA would not permit 
new construction under the bill, and any addition 
of beds would first have to be cleared with the state 
Hill-Burton authorities. The AHA also proposed 
that the interest be eliminated except for “4 of 1% 
for administration of loans. 

An official of the American Municipal Associa- 
tion, which represents nearly 13,000 cities, pro- 
posed more sweeping changes. The organization 
suggested that Hill-Burton funds for hospital con- 
struction be increased for the next two years to 1 
billion dollars. It was maintained that recent studies 
had shown that three times the present volume of 
spending must be undertaken for the next 10 years 
“in order to eliminate all present shortages and keep 
up with new population growth and obsolescence.” 

The municipal group also called for a trebling of 
federal grants for building sewage treatment works. 
The present authorization is for 50 million dollars 
a year. 

The AFL-CIO also endorsed the measure, which 
is sponsored by 13 Democrats and two Republi- 
cans. The union felt the bill would not have any 
appreciable affect on the economy until next year, 
so far as jobs are concerned, and that it should be 
coupled with other antirecession steps. These 
should include, the labor spokesmen said, im- 
proved benefits under social security, extended cov- 
erage of the Fair Labor Standards Act, higher un- 
employment benefits and extended duration, and 
increased exemptions under the income tax by at 
least $100 per dependent. 
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AIR POLLUTION HAZARDS BEING 
INVESTIGATED 


A Public Health Service authority on air pollu- 
tion has informed the House traffic safety subcom- 
mittee that expanded research will be needed for 
any determination of the possible effects of auto 
exhausts on community air pollution and the health 
of man. Before the subcommittee is a bill for setting 
standards and controlling the amount of unburned 
hydrocarbons in motor vehicle exhaust. 

Dr. Wilton M. Fisher, chief of the air pollution 
medical program of PHS, proposed laboratory ex- 
posures of selected species of animals for prolonged 
periods and epidemiological studies of current 
hazards to human health from lead discharged 
from autos using tetraethyl of lead in their fuel. 

Dr. Fisher said that in regard to auto exhausts, 
“we know of no scientific data that have shown that 
the automotive exhaust specifically is or is not re- 
sponsible for part of this increase of lung cancer fre- 
quency. Although we strongly suspect the relation- 
ship between air pollution and lung cancer, we do 
not now know that air pollution considered in its 
entirety, of which auto exhausts provide only one 
part, is in fact related to the increase of lung can- 
cer frequency.” 


AERO MEDICAL ASSOCIATION ASKS 
CHANGES IN CAA 


The Aero Medical Association, formed 10 years 
ago to promote passenger and pilot safety and 
scientific advances in aviation medicine, has called 
on the Civil Aeronautics Administration to revamp 
and strengthen its medical program. 

Its resolution describes CAA’s medical depart- 
ment as “grossly inadequate” to perform its func- 
tions, including education, supervision, and _ re- 
search. It asks that the department “be provided 
with an adequate budget to carry out its various 
functions in the areas of periodic examination of 
fliers; the selection, training, and supervision of 
examiners; research in the noncompetitive areas of 
civil aviation medicine; the examination of acci- 
dents, including the pathology of the deceased in 
fatal accidents; and such other functions as the 
medical director (of CAA) may find necessary.” 

The resolution proposes that a “completely ade- 
quate and competent medical department be es- 
tablished in the CAA, directly responsible to the 
administrator.” At present, the veuatiaiine says, the 
position of the CAA medical department “is not in 
keeping with the importance of its responsibilities 
and renders its operation ineffective.” A similar 
resolution was adopted last June at the American 
Medical Association’s meeting. 

At three days of lectures and panel sessions, dele- 
gates heard discussions on such subjects as wide 
range acceleration, protection at extreme altitude, 
accidents and flight safety, space medicine, human 
factors in low level flight, hyperoxia and hypoxia, 
decelerative and ejection forces, aviation physi- 
ology, and sensory problems. 

At the session Brig. Gen. M. S. White, U. S. Air 
Force, moved up from president-elect to president 
of the association. Dr. Ludwig G. Lederer of Wash- 
ington, D. C., will succeed him next year. Elected 
as first vice-president, and in line to become presi- 
dent in 1960, was Dr. George J. Kidera of Chicago. 
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the latest addition 


to AMIA’s parade 


of PR aids swe to make a hit with your patients by providing written answers 


to many questions about their medical care. 


AMA now offers you its newest publication designed as a PR 
adjunct to your medical practice. TO ALL MY PATIENTS is just 
one of several public relations pieces recently developed by 
AMA to help you and your patients achieve that mutual under- 
standing so important to a successful doctor-patient relation- 
ship. This attractive 12-page pamphlet—which was mailed to all 
AMA members—briefly describes the responsibilities of various 


persons on the medical team . . . discusses medical and hospital 
= fees and health insurance . . . and encourages a friendly discus- 
To AREY PATIENTS sion of medical services and fees. 


m\ 


TO ALL MY PATIENTS begins: “I appreciate the confidence you 
have expressed in me by selecting me as your physician. I sin- 
cetely hope that I can give you and your family the kind of 
medical service you desire. . .”’ 


TO ALL MY PATIENTS concludes: “‘It is difficult for a physician 
briefly to explain every service necessary in providing good care 
because each case is different. I sincerely hope this leaflet 
a companion PR aid will give you a better understanding of some of the services 
you may require. . .” 


TO ALL MY PATIENTS plaque for display in the 
office or reception room . . . encourages patients to For that added personal touch, space has been provided on the 


ask questions about medical services or fees . . . back cover for you to imprint or stamp your name. Quantities 
of TO ALL MY PATIENTS may be secured free of charge from the 


American Medical Association by sending in the coupon below. 


available from AMA for one dollar postpaid. 
Send in the coupon today! 


Public Relations Department 
AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street + Chicago 10, Illinois 


Send me________TO ALL MY PATIENTS pamphlets 


Also send_______office plaques at $1.00 each 


NAME 


( please print) 


ADDRESS. 


CITY. 
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for your 
incontinent patients 


UNDERPADS 


EXTRA LARGE HOSPITAL STYLE 171/2" x 24” 


For the morale and well-being of the patient and everyone concerned, sug- 
gest the home use of CHUX Disposable Underpads Hospital Style. They 
have the advantage of being: 


* MEDICATED* and deodorizing. 


* DISPOSABLE to make frequent changes much easier, quicker. 
Saves bed linen. 


48 underpads conveniently packaged. 
AVAILABLE in drug stores. 


*benzalkonium chloride 


Also, CHUX Disposable Underpads Large, 13” x 1714”, available in Hamper 
Pack, 100’s. A convenient bedside unit. 


PROFESSIONAL PRODUCTS DIVISION 
Chicopee Mills, Inc., 47 Worth street, 13, N.Y. 


U.S. PATENT 2,708,688 
AND OTHER PATENTS PENDING A COMPANY 
© cm, Inc. se 
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wide-range nitrofuran controls 
the‘ of 


brane of furazolidone 


demulcent 


adsorptive 


A finely. d-Vided suspension containing Furoxone, 50 mg. per 15 cc.. 
with kavlin and pectin # Pleasant orange-mint flavor 

= For patients of all ages (may be mixed with infant formulae; 
passes through a standard nursing nipple). 


= Perorally effective against a wide range of enteric bacteria':?-— 
including common pathogenic species and strains of Escherichia, 
Salmoneila and Staphylococcus not adequately controlled by 
antibiotics and sulfonamides. 


= Bactericidal rather than bacteriostatic. 
@ Does not induce development of significant bacteria! resistance, 
nor predispose to monilial or staphylococcal overgrowth. 


a Well tolerated. 
Mild sensitization, nausea, emesis occur occasionally. 


Supplied in botties of 240 cc. 

Also available: FUROXONE Tablets, 100 mg. scored, botties of 20 and 100. 

1. Ponce de Leon, E.: Antibiotic Med. & Clin. Therapy 4:816, 1957. 

2. H. W. McFadden and M. M. Musselman: Pertional communication to Eaton Laboratories. 


{ ] NITROFURANS A unique class of antimicrobiais Products of Eaton Research 
oO, 
° Eaton Laboratories, Norwich, New York 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 


April 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, 
Montgomery, Apr. 17-19. Mr. William A. Dozier, 17 Moulton Bldg., 
Montgomery, Executive Secretary. 

AMERICAN ACADEMY OF NEuROLOGY, Bellevue-Stratford, Philadelphia, Apr. 
21-26. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 
AMERICAN ACADEMY OF PeEpraTrics, Spring Session, Hotel Statler, New 
York City, Apr. 21-28. Dr. E. H. Christopherson, 1801 Hinman Ave., 

Evanston, IIl., Executive Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, St. Francis 
Hotel, San Francisco, Apr. 24-26. Dr. D. C. Spriestersbach, University 
Hosps., lowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Edgewater Gulf 
Hotel, Edgewater Park, Miss., Apr. 23-25. Dr. William J. Engel, 
2 E. 54th St., New York, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Philadelphia, Apr. 14-18. 
Dr. F. S. Cheever, University of Pittsburgh, Graduate School of Medi- 
cine, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Statler, Cleveland, Apr. 24-26. Dr. Russell L. Holman, 1542 Tulane 
Ave., New Orleans 12, La., Secretary. 

AMERICAN ASSOCIATION OF RatmLway SunGcEons, Drake Hotel, Chicago, 
Apr. 17-19. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN CoLLEeGe or ALLERGISTS, Hotel Shelburne, Atlantic City, N. J., 
Apr. 20-25. Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Statler Hotel, 
Los Angeles, Apr. 21-23. Dr. John C. Ullery, 15 S. Clark St., Chicago, 
3, Secretary. 

AMERICAN COLLEGE or Puysic1ans, Atlantic City, N. J., Apr. 28-May 2. 
Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN INDUSTRIAL HyGrENE Assoc1aTION, Convention Hall, Atlantic 
City, N. J., Apr. 21-25. Mr. George D. Clayton, 14125 Prevost, Detroit 
27, Executive Secretary. 

AMERICAN PuysIOLOGICAL Society, Philadelphia, Apr. 14-18. Dr. Ray G. 
Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Benjamin Franklin 
Hotel, Philadelphia, Apr. 13-14. Dr. George E. Schreiner, 2025 Eye St., 
N.W., Washington 6, D. C., Secretary. 

AMERICAN SocrETy oF BioLocicaL Cuemists, Philadelphia, Apr. 13-18. 
Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PaTHOLOGy, Philadelphia, Apr. 
14-18. Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peuTics, Philadelphia, Apr. 13-18. Dr. Harold Hodge, University of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE Stupy oF STERILITY, Beverly Hilton Hotel, 
Los Angeles, Apr. 18-20. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssoctaTION, Waldorf-Astoria Hotel, New York, 
Apr. 16-18. Dr. R. Kennedy Gilchrist, 59 E. Madison St., Chicago 3, 
Secretary. 

AMERICAN UROLOGICAL AssocIATION, The Roosevelt Hotel, New Orleans, 
La., Apr. 28-May 1. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., Mem- 
phis, Tenn., Secretary. 

Arizona MeEpIcAL Association, San Marcos Hotel, Chandler, Apr. 30- 
May 3. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ASSOCIATION OF AMERICAN PuysICIANs AND SURGEONS, INC., Mark Hop- 
kins Hotel, San Francisco, Apr. 10-12. Dr. William L. Baughn, 185 N. 

Wabash Ave., Chicago 1, Secretary. 

ASSOCIATION OF SURGEONS OF SOUTHERN RatLway SystTeM, Jacksonville, 
Fla., Apr. 14-15. For information address: Dr. Rudolph M. Landry, 
707 Walnut St., Chattanooga, Tenn. 

CauirorniA Mepicat Association, Ambassador Hotel, Los Angeles, Apr. 
27-30. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Connecticut STATE Mepicat Association, Stratford, Apr. 30-May 1. 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive Sec- 
retary. 

EasterRN States HEALTH EpUCATION CONFERENCE, New York Academy 
of Medicine, New York City, Apr. 24-25. Dr. Iago Galdston, New York 
Academy of Medicine, 2 E. 103d St., New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL Bro.ocy, Trade 
& Convention Center, Philadelphia, Apr. 13-19. Dr. Milton O. Lee, 
9650 Wi in Ave., Washington 14, D. C., Secretary. 

Grorcia, MEDICAL ASSOCIATION OF, Macon, Apr. 27-30. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Executive Secretary. 

Inpustri1aL HEALTH CONFERENCE, Convention Hall, Atlantic City, N. J., 
Apr. 19-25. Dr. E. C. Holmblad, 28 E. Jackson Blvd., Chicago 4, Man- 
aging Director. 

InpusTRIAL Mepicat Association, Atlantic City, N. J., Apr. 23. Dr. H. 
Glenn Gardiner, 3210 Watling St., East Chicago, Ind., Secretary. 

Iowa State Mepicat Society, Hotel Savery, Des Moines, Apr. 20-23. 

Dr. R. F. Birge, 529, 36th St., Des Moines 12, Ia., Secretary. 


J.A.M.A., April 5, 1958 


Joun A. ANDREW Society, Andrew Memorial Hospital, Tuske- 
gee Institute, Ala., Apr. 13-18. Dr. Eugene H. Dibble Jr., Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE oF, The 
Alcazar Hotel, Baltimore, Apr. 16-18. Dr. Everett S. Diggs, 1211 
Cathedral St., Baltimore, Secretary. 

Missouri STATE MEpIcAL AssociaTION, Sheraton-Jefferson Hotel, St. Louis, 
Apr. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis, Executive 
Secretary. 

NEBRASKA STATE Mepicat AssocrtaTion, Hotel Cornhusker, Lincoln, Apr. 
28-May 1. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive 
Secretary. 

Norts Paciric Socrety or NEUROLOGY AND PsycHiaTry, Empress Hotel, 
Victoria, B. C., Apr. 11-12. Dr. Robert M. Rankin, 1621 Southwest 
152d St., Seattle 66, Wash., Secretary. 

Onro State Mepicar Association, Netherland Hilton Hotel, Cincinnati, 
Apr. 15-17. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

Socrety or AMERICAN BacTertoLocists, Morrison Hotel, Chicago, Apr. 
27-May 1. Dr. E. M. Foster, University of Wisconsin, Madison 6, Wis., 
Secretary. 

Society or NEUROLOGICAL SURGEONS, Washington-Duke Hotel, Durham, 
N. C., Apr. 18-19. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, 
Secretary. 

SouTHWESTERN Society or NuCLEAR Mepicine, Baker Hotel, Dallas, Tex., 
Apr. 12-13. For information address: Dr. Hugo F. Elmendorf Jr., 730 
Medical Arts Bldg., San Antonio 5, Tex. 

TENNESSEE State Mepicat Association, Civic Auditorium, Gatlinburg, 
Apr. 20-23. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Sec- 
retary. 

Texas Mepicat Association, Shamrock Hilton Hotel, Houston, Apr. 
19-23. Mr. C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Execu- 
tive Secretary. 

Unrrep States-Mexico Bonner Pustic HEALTH AssocIATION, Juarez, 
Mexico, Apr. 8-11. Dr. Jorge Roman, U.S. Court House, Room 204, 
El Paso, Tex., Secretary. 

May 

ALaskA TERRITORIAL MEDICAL AssociATION, Fairbanks, May 15-17, Dr. 
Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Hote) Statler, Boston, 
May 16-18. Dr. Hiram T. Langston, 600 S. Kingshighway, St. Louis 10, 
Secretary. 

AMERICAN BrRONCHO-ESOPHAGOLOGICAL AssOcIATION, Mark Hopkins Hotel, 
San Francisco, May 21-23. Dr. F. Johnson Putney, 1719 Rittenhouse Sq., 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE or CaRrpioLocy, Interim meeting, Chase Park Plaza 
Hotel, St. Louis, May 20-24. Dr. Philip Reichert, Empire State Bldg., 
New York 1, Secretary. 

AMERICAN FEDERATION FOR CLINICAL Researncu, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 4. Dr. William W. Stead, VA Hospital, Min- 
neapolis 17, Secretary. 

AMERICAN GASTROENTEROLOGICAL AssOCIATION, Park-Sheraton Hotel, 
Washington, D. C., May 30-31. Dr. F. J. Ingelfinger, 65 E. Newton St., 
Boston 18, Secretary. 

AMERICAN GYNECOLOGICAL Society, Grove Park Inn, Asheville, N. C., 
May 19-21. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., 
Washington 7, D. C., Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Fairmont Hotel, San Francisco, 
May 19-20. Dr. James H. Maxwell, Univ. Hosp., Ann Arbor, Mich., 
Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Society, Mark 
Hopkins Hotel, San Francisco, May 21-23. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, The Greenbrier, White Sulphur’ 
Springs, W. Va., May 28-30. Dr. Maynard C. Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN OntHoOPEDiICc AssociaTION, Shoreham Hotel, Washington, D. C., 
May 11-16. Dr. Harold A. Sofield, 715 Lake St., Oak Park, Ill., Secretary. 

AMERICAN OroLocicaL Society, Hotel Fairmont, San Francisco, May 17- 
18. Dr. Lawrence R. Boies, Univ. Hosp., Minneapolis 14, Secretary. 

AMERICAN PepiatTric Society, Hotel Traymore, Atlantic City, N. J., May 
8-9. Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., 
Secretary. 

AMERICAN PsycuiAtric Association, Civic Auditorium, San Francisco, 
May 12-16. Dr. William Malamud, 80 E. Concord St., Boston 18, 
Secretary. 

AMERICAN PsyYCHOANALYTIC AssocIATION, Hotel Fairmont, San Francisco, 
May 9-11. Dr. Douglas D. Bond, University Hospitals, Cleveland 6, 
Secretary. 

AMERICAN Society ror Haddon Hall, Atlantic 
City, N. J., May 5. Dr. S. J. Farber, 550, Ist Ave., New York 16, Secre- 
tary. 

AMERICAN TrupDEAU Society, Convention Hall, Philadelphia, May 19-23. 
Dr, E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

AMERICAN VENEREAL DisEAsE AssociaTiI0ON, Sheraton Hotel, Philadelphia, 
May 12-13. Dr. S. Ross Taggart, 300 Indiana Ave., N. W., Washington 
1, D. C., Secretary. 

ARKANSAS Mepicat Socrety, Arlington Hotel, Hot Springs, May 4-6. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Fort Smith, Executive Secretary. 
ASSOCIATION OF AMERICAN Puysic1ans, Haddon Hall, Atlantic City, N. J., 
May 6-7. Dr. Paul B. Beeson, Yale Univ. School of Med., New Haven 11, 

Conn., Secretary. 

District or Mepicar Society or THe, 1718 M St., N. W., 
Washington, May 7. Mr. Theodore Wiprud, 1718 M St., N. W., Wash- 
ington 6, D. C., Secretary. 

FLornma Mepicat Association, Hotel Americana, Miami Beach, May 
10-14. Mr. Ernest R. Gibson, Box 2411, Jacksonville, Executive Secretary. 

Hawau Mepicau Association, Honolulu, May 1-3. Dr. Satoru Nishijima, 
510 S. Beretania St., Honolulu, Secretary. 

Inurnors STATE Mepicat Society, Hotel Sherman, Chicago, May 20-23. 
Dr. Harold M. Camp, 224 S, Main St., Monmouth, Secretary. 


(Continued on page 34) 
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COUN TERACT 
DEPRESSED 


8 Relieves depression 
without euphoria 
—not a stimulant, 


= Restores natural sleep 

without depressive 
_aftereffects 

—not a hypnotic 


® Rapid onset of action 


Side effects are 
minimal and easily 


Deprol’ 


Composition: Each tablet 
contains 400 mg. 
meprobamate and 1 mg. 
benactyzine HCl 


Average Adult Dose: 
1 tablet q.i.d. 


LABORATORIES, New Brunswick, N.J. Literature and samples on request 
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Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired, 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., April 5, 1958 


Kansas MeEpicat Society, Allis Hotel, Wichita, May 5-9. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Loutstana State Mepicat Socrety, Washington-Youree Hotel, Shreve- 
port, May 5-7. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, 
Executive Secretary. 

MAssACHuSETTS MEDicAL Socrety, Hotel Statler, Boston, May 20-22. Dr. 

Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNaL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Look, April 15, 1958 
“A Young M.D. Becomes a 
Gottreich, M.D. 
A picture story of the author serving a residency in psy- 
chiatry. The report lists what psychiatry can and cannot 
do today. 


Psychiatrist,” by Norman 


Consumer Reports, April, 1958 
“Fats, Dietary Aids, and Heart Attacks.” 
A discussion of what is now known about the relationship 
between fats and heart attacks is featured in this issue. It 
includes a description of some of the dietary aids now 
being promoted to lower the cholesterol level in the blood. 
The report concludes that, despite some exciting research, 
extensive changes in the diet are not yet justified. 


Reader’s Digest, April, 1958 

“Our Own Miracle of Lourdes,” by Marie de Vrahnos 
The wife of a hopelessly ill victim of amyotrophic lateral 
sclerosis tells how the patient found his last year of life 
filled with happiness at the famed Catholic shrine. 

“They Volunteered for Cancer,” by Ruth and Edward 

Brecher 
At the Ohio State Penitentiary in Columbus, courageous 
convicts are risking cancer in a history-making research 
project that could lead to a breakthrough in the struggle to 
understand this disease. In the tests live cancer cells are 
injected under the skin of convict volunteers. The study is 
being conducted under the auspices of the Sloan-Kettering 
Institute. 

“It’s All a Matter of Taste,” by J. D. Ratcliff 
Science is now learning some curious things about what 
makes foods flavorsome and appetizing. This article tells 
something about the various factors which are involved. 

“Are You Mature?” by Michael Drury 
According to this article maturity is not a state one sud- 
denly reaches. It is a continuous development achieved 
less by age than by insight. The adult must preserve cer- 
tain qualities if he is to mature. These include trust, 
flexibility and teachability. Letting life happen in its own 
good order and making the most of what there is—that is 
maturity, says the author. 

“A New Day for Diabetics,” by Paul de Kruif 
The author says that some of the antidiabetic drugs for 
oral administration now on the market may mean healthier, 
happier lives for more than a million people. He mentions 
“Orinase” specifically. 

“It Could Be Your Daughter,” by Goodrich C. Schauffler, 
The alarming increase of illegitimate pregnancies among 
teen-agers is discussed by the author-gynecologist. He says 
the girl who gets in trouble today is not necessarily the 
girl from the wrong side of the tracks; nor is she a true 
psychiatric case. Illegitimate pregnancies often occur 


among nice, normal girls. He believes the increase in un- 
wed mothers is largely because youngsters, instead of being 
sheltered and disciplined as they once were, are now ex- 
posed to the seamy side of sex before they have the 
faintest concept of its total meaning in life. 
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doubles decongestion benefits... 


in colds, sinusitis, allergic or vasomotor rhinitis as well 


as in allergic congestion of the lower respiratory tract 


new formula 
CHLOR-TRIMETON Compound 


orally effective decongestant REPETASBS 


interlocking action for more rapid and pronounced relief 


* Combines the benefits of CHLOR-TRIMETON with phenylephrine, decongestant 
with negligible side effects. 


* Additive effect of combined components provides more pronounced and longer-lasting 
relief from nasal and bronchial congestion. 

* Unique Repetas prolongs relief and maintains it at a sustained, uninterrupted 
therapeutic level. 

Formula— Each Cutor-Trimeton Compound Repetas contains 4 mg. chlorprophenpyridamine 


maleate and 20 mg. phenylephrine equally divided between outer layer and inner core separated 
by a timed disintegration barrier. 


Dosage —One REPeTAB two or three times daily as required. Supplied —Bottle of 100. 
Cuton-Trimeton® Maleate, brand of Chlorprophenpyridamine Maleate U.S.R 
Reretass,® Repeat Action Tablets. 


SCHERING CORPORATION, + BLOOMFIELD, NEW JERSEY 
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Reprinted from 
Today’s Health 


Magazine 


EMOTIONAL HEALTH 


by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you, 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: Order Department 


American Medical Association 
535 N. Dearborn St. 


Chicago 10 


Emotional I!lness—15c 

Emotional Health—15c 

(J Joe’s Nervous Breakdown—10c 

(] The Psychiatrist—10c 

(1 Hypnotism—Humbug or Healing—10c 
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S of the stratum corneum 


‘are Strongly hydrophilic 


oa he Pillsbury, D. M., Shelley, W. B. and Kligman, A. M.: Dermatology, Philadelphia, W. B. Saunders, 1956, pl q 


TOPICAL LOTION 


(Prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


e free of any irritating particulate matter. oF 


a * 
e uniformly higher effective levels of prednisolone. hyd roco rt isone 


e no sting, stain, unpleasant smell or stickiness. 
e spreads smoothly, evenly, invisibly. 


SUPPLIED: Topical Lotion NEO-HYDELTRASOL 0.5% (with neomycin sulfate) and Topical 
Lotion HYDELTRASOL 0.5%. In 15 cc. plastic squeeze bottles. Also available as Topical Oint- 


ment NEO-HYDELTRASOL 0.5% (with neomycin sulfate) and Topical Ointment HYDELTRASOL 
0.5%. In 5 Gm. and 15 Gm. tubes. MERCK SHARP & DOHME 


HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co, Inc. Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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Southeastern Surgical Congress. 
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Southwestern Medical Assn. 
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Student American Medical Assn...... 
The Endocrine Society. 
U. S. Section, Internat’! Coll. 
Western Industrial Medical Assn. 
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Western Surgical Assn. 
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World Medical Assn. 
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* In proven 
optimal ratio: 
Hyoscyamine 
Sulfate 
Atropine Sulfate 
Hyoscine 
Hydrobromide 
Phenobarbital 


natural 


alkaloids’ 


0.1037 mg. 
0.0194 mg. 


0.0065 mz. 
16.2 me. 
#.) 


belladonna 


assure 


prescribed 

by more physicians 
than any other 

spasmolytic 


Tablets ) 
® 
O.31L11 me. ‘ We 
0.0582 mz. 
0.0195 mg. 
48.6 mg. 
(% a.) TABLETS — CAPSULES — ELIXIR — EXTENTABS 


Robins A. H. Robins, Co., Inc., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 
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Healing progress with Robalate 


Two controlled clinical tests with Robalate disclose... 


— 99% ‘complete relief’’ in 99 patients! 


— 87.7% ‘‘good or excellent results” in 65 patients® 


Robalate’s dihydroxy aluminum aminoacetate provides... 


— high acid-consuming power? 

— great buffering capacity? 

— neutralization of gastric acidity within 2 minutes* 
— a protective, demulcent coating of the lesion!-? 


In each Tablet or 5-cc. tsp. of Liquid: 
dihydroxy aluminum aminoacetate...0.5 Gm. 


1. Am. J. Gastro. 26:41, 1956. 2. J. Phorm. & Exper. 
Therap. 82:247, 1944. 3. Am. J. Digest. Dis. (New Series) 
1:287, 1956. 4.3. Am. Pharm. Assn. (Sci. Ed.) 41:7, 1952. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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Essentially all wounds are dirty. Heal- 
ing is hindered by tissue debris, pus, 
bacteria, exudates. Tryptar Antibiotic 
first cleans the wound Ointment first removes the dead tissue 
barrier . . . then provides positive anti- 
biotic action against invading bacteria. 


Tryptar Antibiotic Ointment 
combines 
2 proteolytic enzymes 
with 
2 topical antibiotics 


Tryptar Antibiotic Ointment is well 


then fights infection tolerated .. . living tissue is not harmed. 


Each Gram Contains: Supplied in % oz. and 2 oz. tubes. 
Trypsin (Crystallized). ... 5000 Armour units 
Chymotrypsin 

THE ARMOUR LABORATORIES 


Bacitracin U.S.P................... 500 units 
Polymyxin B Sulfate U.S.P. _ 5000 units A DIVISION OF ARMOUR AND COMPANY 


in a water-washable ointment base. KANKAKEE, ILLINOIS 
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the 
most 
precious 
epilepsy 


To have freedom from fear, 
to know security, to feel it, 
to haveasense of “belonging”’ 
... these are the hopes of the 
epileptic. Thanks to your 
knowledge and judicious use 
of modern antiepileptic 
therapy, these things are here 
today, tomorrow and every 
day of the epileptic’s life. 
Here are five history making 
anticonvulsants which you 
ean use to help treat the 
many forms of epilepsy. With 
them, you can give the most 
precious gift of 

all: a normal life. 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott’s anti- 
convulsants...a new 
hydantoin of exception- 
ally low toxicity for grand 
mal and psychomotor 
seizures. 


ANTICONVULSANTS 


TRIDIONE® 
(Trimethadione, Abbott) 


PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won’t 
and vice versa. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with 
low toxicity for treating 
grand mal, petit mal, 
myoclonic and mixed 
seizures symptomatic of 
organic brain damage. 


BY ABBOTT _ 
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HERE ARE THE RESULTS WITH ORAL KENACORT:'* 


Daily Results 
maintenance 
Number of dose Excellent 
patients range (mg.) or good Fair 
Rheumatoid 
arthritis 209 4-24 143 41 
Rheumatoid 
fibrositis 1 4-6 1 
Osteoarthritis 23 2-8 6 
Ankylosing 
spondylitis 
Rheumatic 
spondylitis 4-16 
Bursitis 4-12 


KENACORT IS A NEW, IMPROVED CORTICOSTEROID WHICH PRODUCES EXCELLENT CLINICAL RESPONSE 


¢ low incidence of gastrointestinal distress * without sodium and water retention 
¢ without unnatural psychic stimulation + and on a lower daily dosage range 


Scored tablets of 1 mg., bottles of 50 and 500. Scored tablets of 4 mg., bottles of 30 
and 100. 


1, Reports to the Squibb Institute of Medical Research, 1957. 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97, 1957. 3. Hellman, L., et al.: American Rheumatism 
Association. Interim session, Nov. 23, 1956. 4. Berntsen, C. A., Jr., et al.: New York 
Rheumatism Association. Annual meeting, April 9, 1957, New York. 5. Freyberg, 
R. H., et al.: International Congress on Rheumatic Diseases, June, 1957, Toronto. 


Squibb Quality—the Priceless Ingredient 


“KENACORT’ A SQUIBB TRADEMARK, 
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en tetracycline thera 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2,791,609 


: 1 } Tetrex is purely tetracycline phosphate 
complex-—requires no “activating additive” 


— has its own inherent, chemically unique property of being 
absorbed into the blood stream to a maximum degree. 


In each Tetrex Capsule: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q-s (tetracycline HCI activity) 


\2 Tetrex produces maximum tetracycline 
serum levels 


— thousands of blood determinations after oral or intramuscular 
administration have consistently demonstrated fast, high pro- 


longed serum levels in patients of all ages. 9% 10, 11,12, 13,14, 15 


Tetrex has an impressive documented 
\ y, record of clinical effectiveness 


= 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with published clinical reports by 9 investigators 
on 996 patients in 1957.%:5-78!° Typical comment: “All patients 
infected with tetracycline-sensitive organisms responded satis- 
factorily to therapy.” 


BRISTOL LABORATORIES INC., Syracuse, New York 
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~Xylocaine in Spinal Anesthesia 


Xylocaine is recommended for spinal anesthesia in those procedures where rapid onset and moderate 
duration of anesthesia are desired. The advantages of Xylocaine which render it adaptable to this 


technique are: 

1. Low binding affinity minimizes potential nerve injuryt 
2. Onset of action is rapid 
3. Duration of anesthesia is moderate (about 45-60 minutes) 
4, Initial anesthesia is succeeded by a period of analgesia of approximately 40 minutes duration 


5. Completely stable in the presence of spinal fluid 


The speed of onset, and highly predictable, moderate duration of anesthesia obtained with Xylocaine 
in saddle-block anesthesia make it particularly suitable for use in obstetrics. The parturient is relieved 
of pain and is a relaxed, highly cooperative patient. In addition, the analgesia period provides desir- 


able, postpartum comfort. 


A bibliography of more than 300 published references reporting the successful application of Xylo- 
caine for a wide spectrum of procedures is also available and will be sent gladly at your request. Send 
for it—see why it is said: “They rewrote the book for Xylocaine.” 


tTruant, A.P.; Federation Proc. 16:341 (March) 1957. 
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OF A LOCAL ANESTHETIC 
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More Than a Science may be driven back to a study of the supernatural, the 
starting point of medicine. Perhaps Hippocrates went too 


> scienti ici b , it will always ; , 
However scientific medicine may become, it A far when he attributed disease to nature, and alleged that 


remain to some extent an art. . . . Art must be added to 
science. At the beginning of the present century, discoveries 
in medicine were multiplying so fast that it was thought 
that very soon science would solve every problem. A minor- 
ity imagined that psychology, which was still among the 
humanities, might remain there, to save the art of medicine 
from extinction. Unfortunately even psychology became en- 
gulfed in science, and, in an effort to explain what remained 


there was no “sacred disease,” no disease which owed its 
cause, or cure, to the supernatural. A closer study of the 
primitive mind may yet supply the key to some of the 
deepest problems of the present day. The first phase of 
medicine was supernatural, the second was scholastic, the 
third scientific. Just as there may still be a place for the 
supernatural in modern medicine, so also we may learn 


b th 4 “psych ae site ae h something of value from the scholastic or medieval approach. 
ty The School of Salerno demanded of its medical students 


did not know, or did not remember, that psychosomatic a preliminary course of logic, lasting for three years. In later 


medicine was used by primitive man long before the dawn times, John Locke found in medicine an excellent introduc- 
of science. . . . tion to philosophy, and others have followed the converse 

At last, however, we are beginning to realize that science route, passing from philosophy to medicine. In the Middle 
cannot have the final word in medicine. There is a subtle Ages, medicine and philosophy had much in common, and 
“something else” which still defies analysis. History may closer attention to philosophy might bring great benefit to 
provide an answer, at least it will guide our quest. It would modern medicine.—D. Guthrie, M.D., Whither Medical His- 
appear that the wheel has turned full circle, and that we tory? Medical History, October, 1957. 
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links 
freedom from 
anginal attacks 


New York 17, New York 


Division, Chas. Pfizer & Co., Inc. 


In pain. Anxious, Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients—perhaps the next one who 
enters your office—won't you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow CARTRAX 
“10” tablets (10 mg. PeTN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CaRTRAXx “20” tablets 
(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 
a continuous dosage schedule. Use pETN preparations 

with caution in glaucoma. 


“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 


therapeutic approach to the cardiac problem.”? 


1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 


* TRADEMARK 


with a shelter of 
tranquility 
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NEW CAMP VICTORIA COLLAR 


is adjustable for both positions of extension and flexion 


When the patient needs neck support for cervi- 
cal syndrome, subluxations, arthritis, cervical 
radiculitis . When convalescence after casts 
in fractures or dislocations is indicated, this new, 
universal Thomas Collar offers the most effec- 
tive, comfortable support. The “open throat’’ 
area assures comfort during hot and cold seasons 
. . . it is light, yet the simple, rigid construction 
gives excellent patient support. It has the double 


advantage of (1) being adjustable for positions 
of extension and flexion (2) having a wide range 
of adjustability for various neck heights, Easy 
to put on, adjust and shape to fit. The bottom 
ring is supported by the patient's shoulder girdles 
and the adjusting turnbuckles regulate the height 
of the ring . . . thus the desired height and im- 
mobility is attained. Available in small, medium 
and large sizes. 


S. H. CAMP and COMPANY 


Jackson, Michigan 
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Speedier Return to Normal Nutrition 


and the Protein Depletion 


of Severe Infectious Disease 


a from severe infectious processes entails more 
than emergence from the effects of the causative agent. 
The semistarvation, the inactivity, the suppression of 
physiologic activity must all be corrected as rapidly 
and thoroughly as can be tolerated by the patient. 


Return to normal nutrition can be speeded by an 
easily digested diet high in top quality protein and 
vitamin-mineral components. 


Lean meat serves several purposes in such a program: 
It supplies easily digested protein of highest biologic 
quality for rapid re-establishment of nitrogen balance; 
it provides the gamut of B vitamins as well as certain 
minerals important to sound nutrition, and it brings 
appetite-stimulating flavor to meals, a consideration not 
to be underestimated in the psychic rehabilitation of 
appetite. 
The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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INTUBATION 
NIPPLES. 


POSTEPISIOTOMY 


. the rapid and prolonged topical 
anesthetic action of Xylocaine Oint- 
ment effectively manages pain, itch- 
ing and burning. The anesthetic 
comes into immediate and intimate 
contact with the tissues because it 
is contained in a water-soluble, non- 
staining vehicle which readily melts 
at body temperature. It is nonirritat- 
ing, relatively nonsensitizing and 
does not interfere with the healing 
processes. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Massachusetts, U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


(brand of idocaine®) 
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in angina pectoris 


Peritrate%win Nitroglycerin 


(brand of pentaerythritol tetranitrate) 


to relieve the acute attack and 


sustain coronary vasodilatation 


a long-acting emergency tablet for “stress days” 


Peritrate with Nitroglycerin (an uncoated, 
sublingual tablet which disintegrates 
immediately) contains 1/200 gr. 

nitroglycerin plus 10 mg. Peritrate (sublingual). 
It provides immediate relief of anginal pain 

with hours of sustained coronary vasodilatation. 
Posage: tablet sublingually as needed. 


WARNER-CHILCOTT 
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tetracycline absorption, 
higher serum levels 
and more certain 
control of infection... 
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“Side effects were infrequent and mild. . .”* 


€ 


“It effectively controlled the pyogenic component . . .”° 


“The advantages of higher blood and tissue levels of tetracycline in 
combating infections with susceptible bacteria are significant. 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


Typical comments from clinical investigators 


“All patients with infections caused by tetracycline-sensitive or- 
ganisms responded satisfactorily to tetracycline phosphate com- 
plex therapy. 


“The increased serum levels obtained with it [tetracycline phos- 
phate complex] may be considered a ‘safety factor 


pneumonia, 
acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 


bacillary and 
amebic dysentery, 

bacterial diarrhea, 

gastroenteritis. 


furunculosis, 
pustular dermatoses, 


typhus fever, 
Rocky Mountain 
spotted fever, 
trachoma, 
lymphogranuloma 
venereum, 
psittacosis. 


preoperative prepara- 
tion of gastrointestinal 
tract; deliveries in un- 
sterile fields. 


| Suits every tetracycline need toa 

cae in a wide 

including: 

acne. 


PHA 


Faster, higher tetracycline serum levels 
for more certain control of infection.”“°”"'*" 


Significant serum levels for 24 hours on a single 
dose of Tetrex Intramuscular (250 mg.)”” 


A single, pure antibiotic (not a mixture.) 


1,6,8,11 


B.i.d. or q.i.d. dosage equally effective orally. 


11,6 


Clinically ““sodium-free. 


A dosage form for every tetracycline need. 


References: 1, Cronk, G. A., Naumann, D. E., and Casson, K.: Fifth 
Annual Symposium on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
2. Dube, A. H.: bid. 3. Portney, B., Draper, T., and Wehrle, P. F.: 
Ibid. 4, Shidlovsky, B. A., Prigot, A., Maynard, A. de L., Felix, A. J., 
and Hjelt-Harvey, I.: Ibid. 5, Cronk, G. A., and Naumann, D. E.: 
Ant. Med. & Clin. Ther. 4:166, 1957. 6. Prigot, A., Shidlovsky, B. A., 
and Felix, A. J.: Ibid. 4:487, 1957. 7. Pulaski, E. J., and Isokane, R. K.: 
Ibid. 4:408, 1957. 8, Putnam, L. E.: /hbid. 4:470. 1957. 9, Rein, C. R., 
and Fleischmajer, R.: /bid. 4:422, 1957. 10, Welch, H., Lewis, C. N., 
Staffa, A. W., and Wright, W. W.: Ibid. 4:215, 1957. 11, Pulaski, E. J.: 
Practitioner 179:465, 1957. 
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for the older tetracycline 


in a wide 


variety of 


including: 


pneumonia, 
acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 

Five groups of investigators who administered TETREX to water and 

996 patients with a wide variety of infections reported amebic dysentery, 

excellent therapeutic results, with a remarkably low inci- gastroenteritis. 
dence of side effects.''***° As one group reported: “All 
patients infected with tetracycline-sensitive organisms re- 
sponded satisfactorily to therapy.”' In only 8 patients 

cellulitis, 
(0.8% ) of the 996 were side effects such as to require furunculosis, 
discontinuance of therapy. — dermatoses, 
As the need arises — a suitable dosage form: Tetrex Capsules 
(250 mg.), Tetrex Pediatric Capsules (100 mg.), Tetrex Intra- 
muscular (250 mg.) with Xylocaine*, Tetrex Intramuscular (100 typhus fever, 
mg.) with Xylocaine* Rocky Mountain 
spotted fever, 
Also Available: Tetrex Syrup and Tetrex Pediatric Drops (tetracy iyentineasaines 
cline syrup, phosphate buffered.) venereum, 
*® of Astra Pharm. Prod. Inc. for lidocaine psittacosis. 
B 4 t ] preoperative prepara- 
ris 0 LABORATORIES INC., Syracuse, N.Y. tion of gastrointestinal 
; tract; deliveries in un- 
sterile fields. 
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hits the disease, but spares the patient 


*Trademark for methylprednisolone, Upjohn 


Medrol 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 
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“care of 

the man 
rather than 
merely his 
stomach”* 
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two-level control of gastrointestinal dysfunction 


at the central level 
The tranquilizer Miltown® reduces anxiety and tension,!:*.%? 


Unlike the barbiturates, it does not impair mental or 
physical efficiency.* 


at the peripheral level 
The anticholinergic tridihexethy] iodide reduces 
hypermotility and hypersecretion. 


Unlike the belladonna alkaloids, it rarely produces 
dry mouth or blurred vision.?:* 


indications: peptic ulcer, spastic and irritable colon, esophageal 
spasm, G. I. symptoms of anxiety states. 


each Milpath tablet contains: 
Miltown® (meprobamate WALLACE) ...... 400 mg. 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


Tridihexethyl iodide ...... .. 25mg 
(3-diethylamino-1- -cyclohexyl- 1- -phenyl- -propanol- “ethindide) 


dosage: 1 tablet t.i.d. at mealtime and 2 tablets at bedtime. 
available: bottles of 50 scored tablets. 


references: 

1. Altschul, A. — Billow, B.: The clinical use of meprobamate (Miltown®). 

New York J 57:2361, July 15, 1957. Atwater, J. S.: The use of anticholinergic 
agents in therapy. J. M. A. 45:421, Oct. 1956. 3. Borrus, J. C.;: 
Study of effect of n (2- -n-propyl-1,3- propane dicarbamate) on 
psychiatric states. J. M. A. 157:1596, April 30, 195 4. Cayer, D.: Prolo 
anticholinergic RY @f..duodennl ulcer. Am. J. Digest, Dis. 1:301, July 1966. 

5. Marquis, D. G., Kelly, E. L., Miller. J. G., Gerard, R. W. and Rapoport, A.: 
Experimental studies of behavioral effects of meprobamate on normal subjects. Anna, 
New York Acad. Se. 67:701, May 9, 1957. Phillips, R. E.: Use of meprobamate 
(Miltown®) for the treatment of ba de aN disordere. Am. Pract. & Digest Treat. 
7:15738, Oct. 1956. 7. Selling, L. S.: A clinical study of Miltown®, a new tranquilizing 
agent. ‘J. Clin. & Exper. Psychopath. 17:7, March 1956. 8. Wolf, S. and Wolff, H. G.: 
Human Gastric Function, Oxford University Press, New York, 1947. 


WALLACE LABORATORIES 
New Brunswick, N. J. 
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AN EVER- WIDENING CIRCLE OF THERAPEUTIC INFLUENCE 


A versatile, dependable diuretic—the most widely prescribed of its kind: its unique action as a carbonic anhy- 
drase inhibitor has proved strikingly effective not only in conditions requiring diuretic treatment but in the 
management of other conditions as well. , 

Diamox is well-suited to long-term therapy. Low toxicity, freedom from renal and gastrointestinal irritation, ease 
of administration make its use simple and relatively free of complications. Excretion of the drug by the kidney 
is complete within 24 hours, with no cumulative effects.! 

Diuretic treatment with Diamox results in continuous rather than intermittent control of edema since DiAMOx 
is effective in the mobilization of edema fluid and in the prevention of fluid accumulation.! A single oral dose, 
active for 6-12 hours, provides the basis for the highly desirable advantage of daytime diuresis and nighttime rest. 
Supplied: Scored Tablets of 250 mg.; Syrup containing 250 mg. per 5 cc. teaspoonful; Vials of 500 mg. for 
parenteral use. 

1. Goodman, L. S. and Gilman, A.: The Pharmacological Basis of Therapeutics. Ed. 2. The Macmillan Co., New York, 1955, p. 856. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK eee> 
*Reg. U.S. Pat. Off. 
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for your patient who “stands out” 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


not an amphetamine, but an oxazine—Chemically different from the amphetamines, 
PRELUDIN effectively curbs appetite with little or no C.N.S. stimulation.' 

assures progressive and continuous weight loss—Preupin generally produces double the 
weight loss achieved by dietary means alone.'* 

minimizes nervous tension and jitters’—With PRELUDIN simultaneous sedation is not required.? 


(1) Gelvin, E. P; MeGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 2:155, 1956. (2) Natenshon, A. L.: Am. Pract. & Digest Treat. 
7 :1456, 1956. (3) Holt, J. O. S., Jr.: Dallas M. J. 422497, 1956. (4) Ressler, C.: J.A.M.A. 165-135 (Sept. 14) 1957. 


Precupin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


original silhouette hand cut by Mochi 
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sharply reduces disability in arthritis and allied disorders 


BUTAZOLIDIN’ 


(phenylbutazone GEIGY) 


nonhormonal - anti-inflammatory - anti-arthritic 


In the treatment of arthritis and allied disorders with BUTAZOLIDIN " _ 
“...decrease in stiffness and muscle spasm, and increased mobility...’ are a 
noteworthy features. The improved function is quite often striking in degree . 


...manifested, for example, in enabling the patient to discontinue the use of oe: i ARDSLEY, NEW YORK 
crutches?...and can usually be maintained for years.’ : 

BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are 

urged to send for detailed literature before instituting therapy. 

(1) Toone, E. C., and Irby, R.: South. M. J. 50:655, 1957. (2) Platoff, G. E.: J. Michigan M. Soc. 

52:980, 1953. (3) Kuzell, W. C., et al.: New England J. Med. 256:388, 1957. 

BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 

BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; 

aluminum hydroxide 100 mg.; magnesium trisilicate 150 mg.; homatropine methylbro- 

mide 1.25 mg. 66558 
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INDICATIONS: 
Acute renal insufficiency 
Acute tubular necrosis 
(lower nephron nephrosis) 
Transfusion reactions 
Postpartum renal insufficiency 
Crush syndrome 
Postsurgical anuria 
Dialyzable poisons 
barbiturates, bromides, : alicylates, 
thiocyanates 


Chronic renal insufficiency 


The first practical and disposable coil kidney is now available. De- 
veloped after years of intensive research with leading clinicians, the 
Travenol Coil Kidney, with a dialyzing area of 19,000 sq. cm., affords 
distinct advantages in cost and ease of operation. 


The efficacy of the unit is indicated by urea clearance figures of from 
100 to 300 ml. per minute. The Coil Kidney is supplied ready for use. 
No sterilizing or autoclaving is necessary. And since it’s disposable, 
cleaning problems are eliminated. The low replacement cost of the 
disposable coil and the small initial investment required for the per- 
manent tank unit make dialysis a practical and economical hospital 


procedure. 


For additional information, address inquiries to Trawenol Laboratories, Inc,/Morton Grove, Illinois 


A DIVISION OF BAXTER LABORATORIES, ING. 
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medication: 


results: 


Case report from this patient’s physician: 


Female school teacher, age 41, suffering from 
severe anxiety. Often sought relief through 
excessive drinking. ‘Thorazine’ tablets appeared 
to help, but she often forgot to take medication. 
Progress was extremely slow. 


‘Thorazine’ Spansule capsules, 75 mg. b.i.d. 


Marked improvement within a few days. Patient 
stopped drinking and slept better. Stated that she 
really appreciates the convenience of the 
‘Spansule’ capsule. 


THORAZINE* SPANSULE' 
30 mg. 75 mg. 150 mg. 200 mg. 


Smith Kline & French Laboratories, Philadelphia 1 


first z in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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The Taste says, Yes / 


ORAL 
B i C t L a i SUSPENSION STABLE! READY TO USE! 


Benzathine Penicillin G, Wyeth (Dibenzylethylenediamine Dipenicillin G) 


A Superior Oral Penicillin for Children 


SUPPLIED: Cherry flavor ~3OO,O00 units per 5-cc. teaspoonful, bottles of 2 fl. oz. Wyeth 


Custard flavor —150,000 units per S-cc. teaspoonful, bottles of 2 fl. oz. 


K 
Philadelphia 1, Pa. 


This advertisement con- 
forms to the Code for 
Advertising of the Physi- 
cians’ Council for infor - 
mation on Child Health 
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exceptionally prompt anti-inflamraatory, antistress action... 
effectiveness demonstrable usually within one hour 


3 to 5 times the milligram potency of hydrocortisone 


virtually no sodium retention, edema, potassium loss 


For specific information regarding indications, dosage, side effects, precautions 
and contraindications refer to Schering literature. 


Supply METICORTELONE Soluble Sterile Powder, 
prednisolone sodium hemisuccinate 50 mg./5 cc.; 5 cc. vial. 


Meti~1.m.—brand of corticosteroids. 
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ANNOUNCING... new 


METICORTELONE 


prednisolone sodium hemisuccinate SOLUBLE 


associated with emergency or elective surgery or fulminating infections x) 
shock unresponsive to standard therapy 


life-threatening drug reactions 
sight-threatening posterior-chamber eye lesions 


SCHERING CCRPORATION BLOOMFIELD, NEW JERSEY 
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“Take it easy— 
Stay off your feet...” 


- You Can Rely on Your 
Walgreen Pharmacist for | 
Truly Dependable Prescription Service D 


ae Just what the Doctor Ordered? Bt)’ | | 
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js With ‘Combid’ Spansule sustained release capsules, 

: your ulcer patients are protected all night long with 
just one capsule at bedtime. They do not require med- 
ication one or more times during the night as do many 
patients on multiple dose regimens. 


Each ‘Combid’ Spansule capsule contains Darbid* 
(isopropamide, S.K.F.), 5 mg.; and Compazine* (pro- 
chlorperazine, S.K.F.), 10 mg., in sustained release 
form. One ‘Combid’ Spansule, b.i.d., provides 24-hour 
anticholinergic, antiemetic and tranquilizing action. 


Com bid Spansule! capsules 


b.i.d. 


anticholinergic — antiemetic — tranquilizer in sustained release form 


Smith Kline & French Laboratories, Philadelphia 


* Trademark +tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. tT.M. Reg. U.S. Pat. Off. 
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breakfast cereal calories 


are full of good nutrition 
and are low in fat 


Medical and nutrition experts are concerned 
because the teen-age, elderly, and obese individu- 
als are consuming too many empty calories. 
When a moderate reduction of dietary fat is 
indicated, breakfast cereal calories merit consid- 
eration because they provide low-fat content and 


are full of good nutrition as shown in the table 
below. Whole grain, enriched, and restored break- 
fast cereals, hot or ready to eat, considered as a 
group contribute protein, important B vitamins, 
and essential minerals in addition to the carbo- 
hydrates needed for quick energy. 


nutritive value of breakfast cereals 
(based on composite average) 


Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956, 


cereal, 1 oz. dry weight basis 


CEREAL INSTITUTE, INC. - 135 South LaSalle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of natiorial nutrition 
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Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(126 mg./125,000 u.), bottles of 16 
and 100. Suspension (126 mg./125,000 
u.), 2 oz. bottles. Pediatrie Drops (100 
mg./100,000 u.), 10 cc. dropper bottles. 


SQUIBB 


Squibb Quality- 
Mee the Priceless Ingredient 


*MYSTEOLIN, “MYCOSTATIN’,@ AND "SUMYCIN’ ARE SQUIB® TRADEMARKS 


debilitated 

elderly 

diabetics 

infants, especially prematures 
those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin — the first well-tolerated antifungal antibiotic — 
for its specific antimonilial activity Mycostatin protects 
many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 


After seven dayn 
of therapy 


plus Mycostatin 


_ Monillal overgrowth (rectal swab) 
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Sumycin 
_ Before therapy Before therapy of therapy 
eee 
None @ Scanty Heavy 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

e Orally effective-nonmercurial-diuretic activity equivalent 
to that of the parenteral mercurials. 

eExcellent for initiating diuresis and maintaining the 
edema-free state for prolonged periods. 

@Promotes balanced excretion of sodium and chloride— 
without acidosis. 


(CHLOROTHIAZIDE) 


Any indication for diuresis is an 
indication for 'DIURIL’: 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide) ; bottles of 100 and 1,000. 


*piuRIL' and 'INVERSINE’ are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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as sample 


INITIATE 'DIURIL' THERAPY 
'DIURIL' is given in a dosage range of from 250 mg. twice 
a day to 500 mg. three times a day. 


2 ADJUST DOSAGE OF OTHER AGENTS 


The dosage of other antihypertensive medication (reser- 
pine, veratrum, hydralazine, etc.) is adjusted as indicated 
by patient response. If the patient is established on a 
ganglionic blocking agent (e.g., 'INVERSINE') this should 
be continued, but the total daily dose should be imme- 
diately reduced by 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 


@ improves and simplifies the management of hypertension 
@ markedly enhances the effects of antihypertensive agents 


@ reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


© smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble-free management of 
hypertension with 'DIURIL’ 


69 
SF 
4 
4 
\ | 
Aly 
/ 
Al 
| 
\\ 
\ 4 
| | 
\ : 
ae 


immediate 
herapeutic 
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respiratory infections 
gastrointestinal infections 
genitourinary infections 
miscellaneous infections 
use 


Squibb Crystalline Tetracycline Phosphate Complex 


intramuscular 


with Xylocaine* 


250 mg. per 1 dose vial 
100 mg. per 1 dose vial 


= when oral therapy is contraindicated (vomiting, dysphagia, intestinal 
obstruction, gastrointestinal disorders) 


m= when the patient is comatose or in shock 


= postoperatively 


1. fast peak blood and tissue concentrations 
2. high cerebrospinal levels 
3. for practical purposes, Sumycin is sodium-free 


Each vial contains tetracycline phosphate complex equivalent to 250 mg., 
or 100 mg., of tetracycline HCI with 2% Xylocaine. (Note: 250 mg. dose 
may produce more local discomfort than the 100 mg. dose.) 


DOSAGE FORMS FOR CONTINUING ORAL THERAPY 


Tetracycline phosphate 
complex equiv. 
tetracycline HC! (mg.) Packaging 


Capsules (per capsule) Bottles of 16 and 100 


Half Strength Capsules (per capsule) Bottles of 16 and 100 


Suspension (per 5 cc.) 60 cc. bottles 


Pediatric Drops (per cc.—20 drops) 
Squibb Quality— 


*SUMYCIN'® A TRADEMARK ASTRA PHARMACEUTICAL PRODUCTS, INC. the Priceless Ingredient 
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& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


CHLORAMBUCIL tormerty known as ¢. 8. 1348) 


FOR CHRONIC LYMPHOCYTIC LEUKEMIA 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin’s disease. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


‘Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 
myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad. 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


MERCAPTOPURINE 


FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 
in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 

Tablets of 50 mg. 


Facilities for complete and frequent blood counts must be available for patients 
receiving ‘Leukeran’, ‘Myleran’ or ‘Purinethol’. 


Full information about these products will be sent on request. 
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Chemically different —DULCOLAX is bis(p-acetoxyphenyl)-2-pyri- 
dylmethane, a new synthetic compound which differs markedly 
from other laxative compounds. 


Pharmacologically unique—DULCOLAX does not depend on sys- 
temic absorption but acts by direct contact on the colonic 
mucosa." DULCOLAX therefore produces no systemic effects. It 
has no significant action on the small intestine,’ and its function 
is not affected by intestinal muscle tone.?:* 


Clinically distinctive—DULCOLAX offers the clinician an entirely 
new kind of laxative—a contact laxative. Administered either 
Orally or rectally, it causes normal peristalsis throughout the 
colon, producing soft, formed stools. 


prompt and predictable—When DULCOLAX Tablets are taken at 
bedtime, evacuation occurs in the morning (8 to 12 hours) without 
disturbing sleep.*:® If taken before breakfast, evacuation occurs 
in most patients in 1 to 6 hours.5:*® DULCOLAX Suppositories 
act almost immediately—in 15 to 60 minutes.*:9:'"! 


virtually no contraindications —DULCOLAX is virtually non- 
toxic.':5-7:'°-'2 |n fact, the only contraindication is an acute 
surgical abdomen. DULCOLAX may be given to patients with 
severe and chronic illness,*:5''':'*'* including those with he- 
patic and renal disease,® and to pregnant,* lactating,® pediatric,” 
geriatric,” and pre- and postoperative patients.*°'? It is espe- 
cially useful in preparing patients for proctoscopic'’ and radio- 
logic?’ examinations. 


UNIQUE! NEW! 


effective and gentle—DULCOLAX has a mild and gentle action, 
producing normally soft, formed stools.5-7:'®-'? It may, therefore, 
be given to senile, enfeebled patients,'' and the very young.'® 
Cramping and diarrhea are rare,5~?-'® and can usually be elimi- 
nated by reducing dosage. 


very well tolerated—DULCOLAX is virtually free from side 
Patients—including peptic ulcer cases'?— find 
that the small, acid-resistant, sugar-coated tablets are easy to 
take and well tolerated. They do not develop a tolerance for 
DULCOLAX.*~*:'?:"? jn fact, as the patient’s bowel habits become 
regulated, dosage may often be reduced.*’” 


references: (1) Schmidt, L.: Arzneimittel-Forsch. 3:19, 1953. (2) Meyer- 
Burgdorff, G.,and Eichler, J.: Med. Klin. 49:1921, 1954. (3) Ganz, P., and 
Zindler, M.: Medizinische No. 29-30:1042, 1955. (4) Scheel, M:: Hippo- 
krates 26:624, 1955. (5) Frankl, R.: Medizinische No. 49:1587 (Dec. 5) 
1953. (6) Foertsch, A.: Deutsche med. Wchnschr. 78:916, 1953. (7) Krueger, 
H. H., and Piegsa-Quischotte, |.: Aerztl. Wchnschr. 8:891 (Sept. 11) 1952. 
(8) Stockmeier, F.: Muenchen. med. Wchnschr. 95:1058, 1953. (9) Kol- 
shorn, R.: Muenchen. med. Wchnschr. 96:949, 1954. (10) Schaal, W., and 
Bachor, W.: Med. Klin. 48:1072, 1953. (11) Clark, A. N. G.: Brit. M. J. 
2:866 (Oct. 12) 1957. (12) Barth, H.: Deutsches med. J. 4:415 (Aug. 15) 
1953. (13) Brandt, G., and Brandt, W.: Landarzt 30:589, 1954. (14) Vieth, 
H.: Therap. Gegenw. 94:60, 1955. (15) Hauff, F. W.: Deutsches med. J. 
5:483, 1954. (16) Aue, H.: Medizinische No. 3:118, 1954. 


dosage: Tablets: One to 3 (usually 2) at bedtime for bowel movement the 
following morning, or 1/2 hour before breakfast for a movement in 1 to 
6 hours. 

Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated tab- 
lets of 5 mg. in boxes of 6 and bottles of 100. Suppositories of 10 mg. in 
boxes of 6. Under license from C. H. Boehringer Sohn, Ingelheim. 
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meprobamate 
prolonged 
release 


capsules 
venly sustain relaxation mind 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS- 
CLE SPASM THROUGHOUT THE DAY. 


MEPROSPAN.. THERAPY 
/ 
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~~ 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


muscle ‘round the clock 


Each Meprospan 
capsule contains 
200 mg. of 
meprobamate in the form 
of coated pellets. 
The drug is continuously 
released over a period 
of 10 to 12 hours... 

s maintains constant 

= s minimizes the 

\ simplifies patient’s 


TWO MEPROSPAN CAPSULES AT BEDTIME 
PROVIDE UNINTERRUPTED SLEEP THROUGH- 
OUT THE NIGHT. 


Dosage: Two Meprospan capsules q. 12 h. Supplied: Bottles of 30 capsules. 
Each capsule contains: Meprobamate (Wallace) ... 200 mg. 


dicarbamate 


Literature and samples on request 
WwW} WALLACE LABORATORIES, New Brunswick, N. J. 
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1 tablet 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials, METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
your patients lasting, 12-hour protec- 
tion from attacks of angina pectoris. 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg. 
in bottles of 50 sustained-release tab- 
lets. Also available: METAMINE, 2 mg., 
in bottles of 50 and 500 tablets, and 
METAMINE (2 mg.) with BUTABARBITAL 
(14 gr.), in bottles of 50 tablets. 


1Fuller, H.'L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956, 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


coming Ge 155 44th St., New York 17, N.Y. 
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“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN—and he’s edema-free when he 
wakes in the morning.” 


oral 


organomercurial rascet 


NE OHYDRIN 


BRAND OF CHLORMERODRIN 
Z LAKESIDE 
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OF GOOD TASTE 


COPYRIGHT 1967 THE COCA-COLA COMPANY, 
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living with angina! 


Help free your patients from fear of angina attacks 
... let them return to a more normal way of life through 
routine administration of Choledyl. Choledyl, 200 mg. 
q.i.d., can often reduce the number and severity of attacks 
... improve the utilization of oxygen by the heart .. . lessen 
the need for nitroglycerin. Drug fastness does not develop 
—so dosage remains the same through long-term use. 
Gastric irritation and upset are rare with Choledyl—an 
easily absorbed theophylline salt of choline. 


Nepera Laboratories, Morris Plains, N. J. 


Brand of oxtriphylline 


to prevent anginal attacks \w« 
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Fats act as carriers for the fat-soluble 
vitamins A, D, E and K. These vitamins 
are associated with the fat portion of 
foods ... and are absorbed by the body 
dissolved in fat. 

Vitamin A is found only in animal fats 
... milkfat...egg fat... and fish liver 
oils. However, the body can form this 
vitamin from carotenes present in plant 
foods. There is great variability in degree 
to which carotenes from different foods 
are utilized by the body. This vitamin is 
needed for normal growth of soft tissues, 
bone and teeth .. . for vision. . . and for 
maintenance of healthy skin and epithe- 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


lial membranes throughout the body. 

Vitamin D is found in large quantities 
in fish liver oils but is naturally present 
in only small amounts in animal and 
plant food fats. It is formed in the skin 
... from 7-dehydro cholesterol... under 
action of direct ultra violet rays from sun 
or lamp. 

Vitamin D is needed for normal cal- 
cification of bone and teeth .. . appears 
to influence calcium absorption and ex- 
cretion...and to have a functional 
relationship to the parathyroid glands. 

Vitamin E... found sparingly in ani- 
mal fats and generously in vegetable oils 


tion of the American Medical Association and found 


consistent with current authoritative medical opinion. 


... Serves as a guardian of fats in nature 
... protecting “polyunsaturated essen- 
tial” fatty acids, vitamin A and carotenes 
from destruction by oxidation. Animal 
experiments demonstrate vitamin E is 
necessary for reproduction...and for 
maintenance of normal muscle fibers. 

Vitamin K ... found mainly in plant 
fats and oils but also in animal fats . . . is 
necessary for the normal clotting of 
blood. 

Fat, as present in foods and used in 
meal preparation, contributes to the 
pleasure of eating... and provides the 
essential fat-soluble vitamins. 


Since 1915 . . . promoting better health through nutrition research, education 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 NORTH CANAL STREET + CHISAGO 6, ILLINOIS 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST. 
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HERE ARE THE RESULTS WITH ORAL KENACORT:** 


Daily . Results 
maintenance 

Number of dosage Excellent 
patients range (mg.) or good Fair 


Bronchial asthma 52 2-16 43 


Perennial rhinitis 4 


Infective asthma 


Allergic asthma 


Drug allergy 


KENACORT IS A NEW, IMPROVED CORTICOSTEROID WHICH PRODUCES EXCELLENT CLINICAL RESPONSE 


¢ low incidence of gastrointestinal distress * without sodium and water retention 
¢ without unnatural psychic stimulation + and on a lower daily dosage range 


Scored tablets of 1 mg., bottles of 50 and 500. Scored tablets of 4 mg., bottles of 30 
and 100. 


1. Reports to the Squibb Institute of Medical Research, 1957. 2. Sherwood, H., and 

Cooke, R. A.: J. Allergy 28:97, 1957. 3. Hellman, L., et al.: American Rheumatism 

Association. Interim session, Nov. 23, 1956. 4. Berntsen, C. A., Jr., et al.: New York 

Squibb Quality— Rheumatism Association. Annual meeting, April 9, 1957, New York. 5. Freyberg, 
the Priceless Ingredient R. H., et al.: International Congress on Rheumatic Diseases, June, 1957, Toronto. 


“KENACORT’ 18 A SQUIBB TRADEMARK 
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4. 107th Aunual Meeting 
San 
Yune 23-27, 1958 


Include an Advance Registration Card in your plans for 
attending the 107th A.M.A. Annual Meeting in San Fran- 
cisco. The Advance Registration Card helped 6,879 physi- 
cians to register for the New York meeting with little or 
no delay. 

Should you wish to take advantage of this time saving 
device, you may obtain a card by sending the coupon to 
the Membership Department of the A.M.A. Your card will 
be sent to you on June 2nd unless you request an earlier 


mailing date. 


eeeeeeMEMBER PHYSICIAN’S ADVANCE REGISTRATION CARDeesees 


Please fill out this coupon in full and return it before June 2, 1958 to the Membership Dept. of the American Medical Association, 
535 N. Dearborn St., Chicago 10, Illinois, and receive your registration identification card for the San Francisco convention. 


do hereby declare that | am a Member of 


OF in the following 


(Every physician must register in his own name) 
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a (Please print your name) 
es (Journal Address—Street, City, Zone and State) 
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is asthma in children a contraindication to protective 
immunizations against tetanus, diphtheria and pertussis? 


No. Asthmatic children need this protection more than other chil- 
dren. If these diseases are contracted there will be danger of reactions 
to the serums and drugs used in treatment. 

Source —Glaser, J.: Pediat. Clin. North America (Feb.) 1957, p. 293. 


often preferred for protection against asthmatic attacks 


A M | N ET suppositories with nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 


Many physicians prefer AMINET because it protects their asthmatics without the 
hazards of intravenous injection, the gastric distress of oral aminophylline and 
the cardiovascular effects of adrenergics. It may be used for prolonged periods 
in hypertensive and cardiac patients. 

Full Strength AMiNeET Suppositories —for adult use — aminophylline 0.5 Gm. (714 gr.), 
pentobarbital sodium 0.1 Gm. (1% gr.), benzocaine 0.06 Gm. (1 gr.) and for children 


weighing over 80 lbs.—Half Strength AmINeET Suppositories. Also available—plain 
Aminophylline Suppositories 0.5 Gm. 


/\ AMES COMPANY, INC + ELKHART, INDIANA » Ames Company of Canada, Ltd., Toronto 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.’ "Pain 


in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '”? 


MEPROLONE is the first anti- 
rheumatic-antiarthritic de- 
signed to relieve simultaneously 
h it (a) muscle spasm (b) joint- 
r heumatoid art fi is muscle inflammation (c) physi- 
cal distress . . . it may thereby 
help prevent deformity and 


involves both disability in arthritic patients. 


SUPPLIED: Multiple Compressed 
Tablets in two formulas: 
MEPROLONE-2—2.0 mg. 
joints and prednisolone, 200 mg. 
meprobamate and 200 mg. 
dried aluminum hydroxide 
gel (bottles of 100). . 
muscles MEPROLONE-1—supplies 1.0 
mg. prednisolone in the same 


formula as MEPROLONE-2 
(bottles of 100). 


1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 

2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


EPROLONE 


THE FIRST VEPROBAMATE PREDNISOLONE THERAPY 
meprobamate to relieve muscle spasm 


i e | ey eS bot h prednisolone to suppress inflammation 


muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., Inc. 
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in the peptic-ulcer regimen 


ACID NEUTRALIZATION 


is fundamental 


“In all essential respects subsequent investi- 
gations have corroborated the original con- 
cept of Sippy [acid neutralization].”! 


1. Cecil, R.L., and Loeb, R.F.: A Textbook of Medicine. W.B. Saunders Co., 
Philadelphia, 1955, 9th ed., p. 870. 


FUNDAMENTAL THERAPY IN PEPTIC ULCER 


AMPHOJEL 
for diphasic action 


® 
Philadelphia 1, Pa, Aluminum Hydroxide Gel, Wyeth 
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arteriosclerosis obliterans 
thromboangiitis obliterans. 
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A non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene Hydro- DARVON COMPOUND (Dextro Propoxyphene 
chloride, Lilly) is equally as potent as codeine and Acetylsalicylic Acid Compound, Lilly) com- 
yet is much better tolerated. Side-effects, such bines the antipyretic and anti-inflammatory 
as nausea or constipation, are minimal. You benefits of ‘A.S.A. Compound’* with the anal- - 
will find ‘Darvon’ helpful in any condition as- gesic properties of ‘Darvon.’ Thus, it is useful in 
sociated with pain. The usual adult dose is relieving pain associated with recurrent or chronic 


32 mg. every four hours or 65 mg. every six disease, such as neuralgia, neuritis, or arthritis, 
hours as needed. Available in 32 and 65-mg. as well as acute pain of tfaumatic origin. The 
pulvules. usual adult dose is 1 or 2 pulvules we; 


hours as needed. 


Each Pulvule ‘Darvon Compound’ provides: 

‘A.S.A.’ (Acetylealicylic ‘Acid, Lilly) 

Caffeine 


*"A.S.A. Compound’ (Acetylsalicylic Acid and Acetophenetidin Compound, L 
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IONIZING RADIATION AND A SENSE OF PROPORTION 


George Tievsky, M.D., Washington, D. C. 


he potentially harmful effects of ionizing 

radiation from medical sources are of im- 

portance to all practitioners of clinical 

medicine. The internist who does chest 
fluoroscopic examinations routinely, the general 
practitioner with a small x-ray unit in his office, the 
obstetrician who makes use of x-ray pelvimetry, the 
urologist and other surgical specialists using x-ray 
equipment, the dermatologist treating benign le- 
sions, and, in brief, all physicians who make use of 
x-ray are vitally concerned with the possibility of 
harm from the use of ionizing radiation. 

This paper is addressed to the practitioner with 
no background in radiation biology or physics in 
the hope that, on the basis of the facts presented, he 
can obtain the proper perspective in an area where 
much clarification is needed. 

A questioning attitude on the part of many pa- 
tients regarding exposure to radiation is now present. 
The physician, on whom the patient's ultimate 
faith rests, must be able to deal wisely and honest- 
ly with this problem. He must possess the proper 
perspective and sense of proportion regarding the 
use of ionizing radiation, as well as the essential 
facts about radiation hazards. 

Those facts on which there is generalized agree- 
ment will be presented, as well as the areas of dis- 
agreement. Many of the physicians’ questions about 
radiation are not answerable in terms of black and 
white. No one can give magic figures in reference to 
patient radiation dosage and can say that this pa- 
tient has reached the limit of exposure and that 


Common sense demands that the prac- 
titioner view the current lay and scientific 
alarm about the harmful effects of ionizing 
radiation with a sense of proportion. There is 
no reason for the practitioner to feel uneasy 
about radiation when it is being used with 
conservative judgment and skill. Proper per- 
spective in an area where much clarification 
is needed is presented to the practitioner with 
no background in radiation biology or 
physics. Practitioners with radiation equip- 
ment must sooner or later take cognizance of 
the standards suggested in Handbook 60 of 
the NCRP. These standards are applicable to 
all radiation installations, not only to that of 
the radiologist. 


another patient is entitled to three more gastro- 
intestinal series in his lifetime. But, on the basis of 
our present knowledge, broad general principles 
can be outlined and a basic philosophy toward 
radiation can be developed. 
Radiation and Medical Ecology 

Physicians have become concerned with medical 
x-ray exposure because all radiation exposure is now 
under scrutiny. Since the advent of the nuclear age, 
the amount of radiation to which man is exposed 
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has been increasing. Nuclear technology is still in 
its infancy, but it is anticipated that in a decade 
tremendous developments will have occurred. A 
major problem will be that of controlling the radia- 
tion dosage to whole populations. This is in essence 
a problem of medical ecology: the relationship of 
man to the artificial environment which his indus- 
trial civilization has produced. 

There are many problems of medical ecology 
which are the result of industrialization. Pollution 
of air and bodies of water in industrial areas is of 
great importance, to mention one example. The 
control of radiation, however, differs from that of 
all other noxious agents in that man is not equipped 
by nature to detect this potential peril to his ex- 
istence. A serious danger has been produced, both 
for man the individual and for all mankind, for 
which there is no sensory warning. Only the proper 
instruments, properly placed and tended, are use- 
ful in warning of the danger. 

The recent highly publicized reports of the Na- 
tional Research Council entitled “The Biological 
Effects of Atomic Radiation” and a similar report of 
the British Medical Research Council, “The Hazards 
to Man of Nuclear and Allied Radiation,”’ are es- 
sentially monographs in the field of medical ecology. 
This point, however, was missed in the highly sen- 
sationalized publicity which followed publication 
of these reports. 

A continuing study of the effect of radiation on 
man is being carried out by the National Research 
Council, the United States Public Health Service, 
and a special committee of the United Nations. It is 
in the light of medical ecology that much of the 
news of radiation effects should be viewed. We must 
learn to live with radiation in the nuclear age, both 
in a physical and in an emotional sense. 


National Committee on Radiation Protection 


The danger of ionizing radiation has been under 
close scrutiny for 30 years by well-organized bodies 
of scientists. The fact-that the hazards are not 
limited to national boundaries was recognized in 
1926 by the action of the first International Con- 
gress of Radiology, which established the Interna- 
tional Committee on Roentgen Units and Protec- 
tion.” 

Shortly after this, the medical radiologists of the 
United States organized a similar committee with 
its activities centered at the National Bureau of 
Standards in Washington, D. C.* Dr. Lauriston S. 
Taylor, an eminent radiation physicist of the 
bureau, has been chairman of the National Com- 
mittee on Radiation Protection (NCRP) since its 
inception. It should be emphasized that this is not a 
governmental commission but is composed of rep- 
resentatives from private medical, scientific, and 
industrial fields, plus those from the federal services. 
It established the foundation for protection of oc- 
cupational personnel in radiology through its sug- 
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gested standards.‘ Its recommendations protected 
the workers in the development of the atomic bomb 
during the Manhattan District Project. 

The philosophy underlying the protective meas- 
ures it has outlined is based on a full utilization of 
all available knowledge concerning radiation effects 
on man. It has suggested standards which are fully 
protective and yet practical in their application. 
The importance of this committee to organized 
medicine and to the individual practitioner cannot 
be overstressed. In today’s emotionally charged at- 
mosphere in matters concerning radiation, this com- 
mittee, which includes representatives from the 
American Medical Association, the United States 
Public Health Service, and the founding radiologic 
organizations, is the recognized authority on radia- 
tion protection. It is sympathetic to the problems of 
the medical profession, and it understands these 
problems. 

Radiation Effects on Man 


What, then, are the deleterious effects of radia- 
tion with which the practitioner should be con- 
cerned? They may be divided into two broad cate- 
gories: (1) the genetic effects, which depend on 
the exposure of the gonadal tissues, and (2) the 
somatic effects, which depend on the exposure of 
other body tissue. The first is primarily of long- 
range concern to the race; the second is of immedi- 
ate concern to the individual. 

Genetic Effects—The result of ‘irradiation of 
germinal tissues is an alteration of the hereditary 
material contained in the nuclear chromosomes, the 
genes. The significant facts to be considered are as 
follows: (1) All geneticists agree that there is no 
threshold for this effect, i. e., that even the most 
minute dose of radiation does some damage to the 
genes. (2) Once damage is done, it is irreparable. 
In view of this, the genetic damaging effects of 
radiation are cumulative over the years. (3) The 
result of this genetic damage is to produce devia- 
tions from the norm in the offspring of the irradiated 
individual. These deviations are almost always un- 
desirable. They are referred to as mutations and the 
resultant offspring as mutants.’ 

The mutants which have been observed to result 
from x-ray exposure of many different types of 
organisms are characterized, in general, by de- 
creased longevity, increased susceptibility to dis- 
ease, and decreased fertility. The mutant genes are 
usually recessive, or masked, so that the first gen- 
eration offspring do not bear the full brunt of the 
genetic damage. Thus, contrary to public opinion, 
freaks and monstrosities do not often occur in the 
first generation following irradiation of the mother. 
The full expression of the damage comes in sub- 
sequent generations when there is a mating of sim- 
ilarly damaged genes. Partial expression of the 
undesirable characteristics of the damaged gene 
occurs prior to this and may be of so subtle a 
character that detection is extremely difficult.” 
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It should be emphasized at this point that the 
mutations produced by radiation are in no way 
different from mutations which have always been 
occurring in the human race. There is a certain 
level of the mutation rate which is known to be 
“normal” for the human species.*” The concern of 
geneticists is that this level not be increased sig- 
nificantly. It has been estimated that a gonadal dose 
of 30 to 60 r to each individual of an entire popula- 
tion would result in a doubling of this normal 
mutation rate. It is the fear of geneticists that such 
an eventuality might well be disastrous for the 
perpetuation of the race. On the basis of the above 
figures, which are the result of animal experimenta- 
tion, the geneticists of the National Research Coun- 
cil have estimated that in order to provide for a 
wide safety margin the average gonadal dose for 
large populations should not exceed 10 r."* 

This latter statement should be read with special 
care by practitioners of medicine in order to avoid 
missing a point which has been widely misunder- 
stood. Geneticists are interested in total population 
doses, i. e., N-million roentgens per M-million indi- 
viduals in the reproductive age. The statements 
concerning gonadal dose should thus be interpreted 
from the viewpoint of total reproductive population 
dose and not primarily of dose to the single individ- 
ual regardless of age. This does not mean, of course, 
that the dosage to the individual can be ignored. 
However, if we remember that the work of the ge- 
neticist represents a portion of the ecologic study to 
enable mankind to live safely with radiation from 
all sources in the future, a perspective can be ob- 
tained which is of much practical significance to the 
practitioner. As physicians, we are concerned with 
keeping the medical radiation dosage as low as 
possible, but our primary concern is the welfare of 
the patient before us. The health of future genera- 
tions is based on the maintenance of the health of 
the present generation. 

It has been estimated that, of the 14.3 r average 
gonadal dose said to be allowable during the first 
30 years of life, about 4.3 r comes from natural 
radioactive background sources. This, man has al- 
ways lived with. Fallout from nuclear bomb ex- 
plosions at the present rate accounts for about 0.1 
r.'* An estimate of 4.6 r from medical-dental sources 
has been presented.* This then leaves us with a 
“margin” of several roentgens. Some of this will be 
used up in the future in exposure to industrial oper- 
ations. 

The lay press has presented this as a critical 
situation. Those who have worked with radiation 
hazards for many years do not feel this sense of 
emergency.” 

Regardless of the accuracy of the magnitude of 
the above figures (and it must be emphasized that 
these are estimates for planning purposes, not fig- 
ures with true scientific accuracy), the practical 
viewpoint for the practitioner to take is that radia- 
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tion of all types should not be used unnecessarily. 
Clear medical indications should govern its use at 
all times. There should be a conception on the part 
of those actually administering radiation of the 
approximate number of roentgens for a given ex- 
amination and the best methods for protecting the 
gonadal tissues for each examination. 

The crux of the present problem, as it relates 
to medical practice, is the dissemination and utiliza- 
tion of already existing knowledge in the area of 
radiation safety. 

Somatic Effects.—Radiation effects other than 
genetic are also of importance in relation to radia- 
tion environment. These nongonadal or somatic 
effects are considered by many workers to be of 
more immediate import than the genetic effects. 
The apparent increase in the incidence of leukemia 
has been thought by some authorities to be due, 
in part, to the increased use of ionizing radiation in 
the last half century.* The demonstration that roent- 
gen therapy for such benign conditions as ankylos- 
ing spondylitis in adults and so-called thymic 
enlargement in infants has in later years resulted in 
an apparent increased incidence in neoplasia in 
these irradiated groups is a good cause for a re- 
appraisal of radiation therapy for all benign con- 
ditions.° 

It is presumed that the development of neoplasia 
following irradiation is due to damage of the 
chromosomes within the susceptible somatic tissues 
so that when the injured cells multiply they form 
damaged cells, or mutants. Over a long period of 
time the mutant cells may obtain superiority over 
the normal cells in susceptible individuals."° 

The life-shortening effect of radiation has been 
demonstrated on animals who have received whole 
body radiation.'' This, however, has not yet been 
shown for very low dosage in the order of magni- 
tude of the background radiation nor has an effect 
on longevity for limited body irradiation been 
shown. Decreased longevity of radiologists has been 
reported by some observers and denied by others."* 
In analyzing these deaths, it must be remembered 
that the older radiologists were exposed to what we, 
today, would regard a dangerous level of radiation 
in the course of normal occupational exposure:"* 

There is still much to be learned about radiation 
effects in the very low dosage ranges. Whether a 
threshold exists for permanent radiation damage to 
the somatic cells is still undetermined.'* The re- 
storative powers of the body tissues are tremendous, 
as is well known to those in active medical practice. 
The uncertainty of extrapolating results obtained 
from animal experimentation to human beings must 
also be considered. 


Use of Radiation 


The points in the foregoing of practicality for 
physicians follow. First, it must be recognized that 
low-dosage radiation can possibly damage cells, at 
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least in certain individuals, irretrievably. It is most 
important that radiation be confined to the smallest 
possible portion of the body in all examinations and 
that whole body irradiation (as can occur in an 
improperly performed diagnostic examination) be 
avoided at all costs. Second, reappraisal should be 
made of all “routine” diagnostic examinations or 
reexaminations. Third, the use of radioisotopes 
should be carefully appraised because of the inti- 
mate contact of the radiation emitter with the body 
cells. Fourth, radiation procedures in children and 
pregnant women should be done with special care. 
This applies particularly to fluoroscopic examina- 
tions. Fifth, all radiation therapy for benign condi- 
tions should be carefully reappraised. The use of 
radiation in conditions where effective substitutes 
are available can no longer be considered as con- 
servative medical practice. 

Maximum Permissible Dosage.—The setting of 
numerical values for permissible dose of radiation 
is a complex problem requiring the talents of physi- 
cists, radiation biologists, and radiologists.'® It in- 
volves not only scientific but also philosophical con- 
sideration. The possible harm that can accrue from 
radiation must be balanced against its benefits. A 
wide margin of safety must be provided in setting 
up standard values of exposure for persons who 
knowingly and willingly expose themselves to radi- 
ation by virtue of occupation. Ethics and morality 
are factors in the setting of permissible dosage 
standards for persons who may unknowingly become 
exposed to radiation in the vicinity of radiation 
generators or emitters. An even wider safety margin 
must thus be provided for those individuals. 

Physicians have a deep awareness of the applica- 
tion of philosophical principles simultaneously with 
scientific. Good medicine is both science and art 
because of this. 

On the basis of the previous discussion of radia- 
tion effects, it may seem incongruous to speak of a 
“permissible dose” of radiation. The underlying 
philosophy for such a concept is the recognition of 
the harmful nature of radiation, but physicians must 
be willing to assume certain risks in its use because 
of its great value. It is a matter of recognizing the 
possibility of radiation damage while assigning such 
a wide margin of safety to the allowable exposure 
that the probability of injury on the basis of our 
existing knowledge is not great. The concept of per- 
missible dosage is an attempt to strike a hard bar- 
gain with radiation. 

The initial maximum permissible dose for radia- 
tion workers was set at 0.1 r per day in 1934. In 
1948, the NCRP, on the basis of newer knowledge, 
reduced this to 0.3 r per week. Genetic effects then 
became a factor, and, in 1956, not only was the dose 
reduced downward but a formula was established 
to give maximum protection to the exposed popula- 
tion in the reproductive age group."* 
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It should be pointed out that the steady down- 
ward revision of the permissible dosage through the 
years has been accomplished without evidence of 
discernible injury to individuals under any of these 
standards.'” As knowledge of radiation effects has 
increased, there has always been a corresponding 
sensitivity of the NCRP to the possibility of harm 
and a desire to provide as wide a margin of safety 
as is practicable. 

The practitioner has a practical consideration in 
the above discussion. If he is exposed in any degree 
to radiation, he should insure himself that the de- 
gree of his exposure is within the maximum per- 
missible level. It is his ethical responsibility, also, 
to see that exposure of employed personnel under 
his supervision to radiation is within this range. 
This can be easily and inexpensively done, without 
any knowledge of the subject, by means of the 
radiation film badge. This is simply a small badge 
containing a film of a special type which is worn by 
the exposed individual at all times when near radia- 
tion sources. The film badge service can be secured 
from a number of commercial concerns. A_per- 
manent record of radiation exposure is sent period- 
ically to the physician, and a record is kept in the 
central file of the concern. This represents a most 
inexpensive form of insurance against radiation 
injurv for the practitioner and for his employees. 


Medicolegal Considerations 


Any practitioner who does fluoroscopic or radi- 
ographic examinations has, without realizing. it, 
passed imperceptibly into a period of tremendously 
increased liability due to radiation damage. It does 
not require a great deal of imagination to foresee 
the types of malpractice suits that might occur in 
the future. There will undoubtedly be tests con- 
cerning the physician’s liability in presumed cases 
of miscarriage, stillbirth, congenital deformity, or 
neoplasia linked to relatively low dosage radiation. 

The lack of knowledge on the part of the physi- 
cian relative to radiation hazards will place him in 
a rather precarious position on the witness stand. 
Failure to have had radiation equipment surveyed 
by a qualified physicist, lack of knowledge of dosage 
factors, and failure to use standard measures of pro- 
tection will leave him extremely vulnerable for 
damage claims. Association between radiation and 
the alleged injury may be on flimsy grounds, but to 
a jury of laymen impressed by a recital of radiation 
effects the confession by the practitioner of igno- 
rance of the accepted standards of protection will 
not go well. 

The standards suggested in Handbook 60 of the 
NCRP * have been used in previous years in court 
testimony. They are applicable to all radiation in- 
stallations, not only to that of the radiologist. It is 
these standards which are now being used as the 
foundation for legislative codes regulating radiation 
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in various states.’* Practitioners with radiation 


equipment must sooner or later take cognizance of 
these standards. 

As legislation concerning the regulation of radia- 
tion exposure becomes more prevalent, the physician 
will be brought increasingly into contact with areas 
wherein the possibility of legal suits may occur. If 
he is to continue the personal use of radiation 
equipment, he must begin to seek knowledge con- 
cerning the use of all recognized safety procedures. 
The philosophy of licensing radioactive materials by 
the Atomic Energy Commission has been used 
since the dissemination of these materials to the 
medical profession. Unless there is rigorous self- 
policing by the profession, public pressure may well 
be generated to a sufficient degree that licensing 
radiation equipment of all types will be required. 

Personal Registration of Radiation Exposure.— 
The feasibility of keeping a permanent record of 
the amount of radiation that each person receives 
has recer“*, been under study.’® Several systems 
have been proposed, but each has its own weak- 
nesses and drawbacks. 

The basic difficulty is that there is not yet a 
simple, accurate, and practical method for obtain- 
ing a dose to the gonads of both sexes which can 
be used under all clinical conditions. Without ac- 
curate input data, any system of radiation exposure 
recording is meaningless. 

Once methods of securing adequate data are de- 
veloped, problems concerning the actual recording 
of the dosage must then be met. The use of personal 
radiation cards to be carried by the patient is not 
desirable from the medical viewpoint. It is not only 
bad psychologically, but the difficulty of patients 
keeping medical records of any kind is a familiar 
one to the profession. Further, the use of a central 
registry for such record keeping would involve 
considerable administrative difficulties which might 
well hamper medical practice. 

A review of this problem by the International 
Commission on Radiological Protection and the 
International Commission on Radiological Units 
and Measurements for the United Nations Scientific 
Committee on the Effects of Atomic Radiation de- 
clares that, at least for the present, any effort in 
this direction would be more profitably expended in 
studying samples of the population to determine 
gross rates of exposure to radiation and in making 
estimates of gonadal dose from this.** 


A Sense of Proportion 


Common sense demands that the practitioner 
view the current lay and scientific alarm about the 
harmful effects of ionizing radiation with a sense 
of proportion. The opinion of eminent geneticists 
and radiation biologists must be respected, but, as 
physicians, we must place these opinions in their 
proper context. The hazards of radiation must be 
regarded with the same cool sense of emotional 
detachment with which other hazardous procedures 
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in medicine are regarded. The possibility of caus- 
ing damage to future generations cannot be allowed 
to interfere with the legitimate use of radiation by 
medicine as long as a substitute modality is un- 
available. There is no reason for the practitioner to 
feel uneasy about radiation when it is being used 
with conservative judgment and skill. 

The pronouncements of laboratory investigators 
must be accepted as important contributions to the 
basic science background of the physician and must 
be viewed in that perspective. The exercise of judg- 
ment concerning the use of hazardous procedures 
on human beings is a prerequisite in the medical 
profession. It calls for an evaluation of the degree 
of danger of the hazard versus the net gain to the 
patient. Neither the layman nor the nonmedical 
scientist can make this judgment. This fact must be 
recognized by scientists outside of the medical field, 
and it must be made clear to the lay public. The 
primary need is for education, not for alarm. With 
an increased dissemination of knowledge concern- 
ing radiation, those to whom this subject is relatively 
new will learn, as those of us who work with radia- 
tion have learned, to respect and not to fear it. 


1739 Eye St. (6). 
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IN 


Safety during anesthesia demands close rapport 
between the anesthetist and the essential physio- 
logical functions of the patient. The development 
and use of detailed signs of anesthesia have helped 
to establish this rapport. These signs, including 
respiration, pulse, blood pressure, motility of the 
eyeball, and size of the pupil, are useful in deter- 
mining the depth and, therefore, the safety of anes- 
thesia. These signs of anesthesia must be consid- 
ered as aids only, and assessment of the status of 
the patient necessitates a thoughtful consideration 
of all of them. Anesthesia, in many of its present 
applications, modifies or arrests some of the physio- 
logical functions so that they are useless as signs 
of anesthesia. 

Various instruments of precision, such as those 
which record intra-arterial blood pressure and 
blood or alveolar oxygen and carbon dioxide ten- 
sion, and the electrocardiogram and_ electro- 
encephalogram, have been employed to assist in 
determining the condition of the patient during the 
stresses of surgery and anesthesia. Of these, the 
electrocardiogram and the electroencephalogram 
may prove to be most useful. 


From the Department of Anesthesiology, Cleveland Clinic (Dr. Hale ) 
and the Brooke Army Hospital, Fort Sam Houston, Texas (Dr. Moraca). 
Read in the Symposium on Basic Problems in Thoracic and Cardio- 
vascular Surgery before the Joint Meeting of the Section on Anesthesi- 
ology and the Section on Diseases of the Chest at the 106th Annual 
Meeting of the American Medical Association, New York, June 5, 1957. 


ELECTROCARDIOGRAM AND ELECTROENCEPHALOGRAM 
ELECTIVE CARDIAC ARREST 


Donald E. Hale, M.D., Cleveland 
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The information afforded by continuous 
electrocardiographic and electroencephalo- 
graphic monitoring is especially valuable dur- 
ing cardiac surgery. An abnormality seen in 
the electroencephalogram represents a sum- 
mation of many influences affecting the brain 
and is not specific, but it tells when something 
is occurring that should be investigated. The 
promptness with which such changes follow a 
circulatory disturbance is illustrated by seven 
records made during operations in which the 
heart was arrested by injections of potassium 
citrate. The electrocardiogram showed the 
disorganization, cessation, and later resump- 
tion of cardiac activity; the electroencephalo- 
gram reflected the level of anesthesia, the ef- 
fect of temperature changes, the state of the 
cerebral circulation, and the adequacy of 
respiration. These means help to maintain the 
necessary close rapport between the anesthe- 
tist and the essential physiological functions 
of the patient. 


Electrocardiogram 


An electrocardiogram is most helpful in patients 
with already existing heart disease, whether or 
not the heart is the site of the surgical procedure. 
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It affords immediate evidence of cardiac arryth- 
mias, the most serious of which are those resulting 
from high vagal tone or ventricular irritability. 
High vagal tone is the cause of nodal rhythm, 
atrioventricular dissociation, Wenckebach’s period, 
sinus bradycardia, and ventricular asystole. Ven- 
tricular irritability may produce premature ven- 
tricular contractions (especially significant is the 
multifocal premature ventricular contraction in 
which the configuration of the complex varies from 
beat to beat), ventricular tachycardia, and ven- 
tricular fibrillation. The latter two may result from 
a compromise of coronary circulation during sur- 
gery (such as the inadvertent placing of a suture 
around or too near a coronary orifice). The intra- 
venous injection of procaine, the interruption of 
surgical manipulation of the heart, or relief from 
a sharply jackknifed position may correct ven- 
tricular tachycardia. 

Anoxia, especially in the diseased heart, may 
cause depression at the S-T deflection in the elec- 
trocardiogram. There are, however, no changes in 
conduction. T-wave changes are seen not in acute 
but only in chronic anoxia. S-T elevation (or depres- 
sion in subendocardial infarcts ) occurs immediately 
with coronary occlusion, but Q-R-S changes (sig- 
nificant of necrosis) occur only after an interval 
of several hours. During elective cardiac arrest. 
the electrocardiogram shows only a flat horizontal 
tracing. 


Electroencephalogram 


The electroencephalograph registers or records 
the electrical waves which are produced by the 
brain. The energy output of the brain is revealed 
by the amplitude and frequency of the tracing 
and is seen to decrease with deeper anesthesia, 
hypoxia, hypotension, hypothermia, and _hyper- 
capnia. The electroencephalogram summates these 
effects without clearly indicating which is respon- 
sible for the deviation from normal. The changes 
which are seen during surgery and anesthesia 
are not, therefore, specific but indicate the neces- 
sity for careful evaluation of pulmonary ventila- 
tion, blood pressure, and the like. In this respect, 
abnormalities of the electroencephalogram are 
somewhat similar to those of blood pressure—the 
changes indicate only that something is occurring 
which should be investigated. The appearance of 
hypertension, for example, may be the result of 
some such factor as mild hypoxia, hypercapnia, or 
a painful stimulus during light anesthesia. The 
changes in the encephalogram resulting from anes- 
thesia with various agents and from anoxia, hyper- 
capnia, hypotension, and hypothermia have been 
the subjects of many investigations in the past 
few years. 

Gibbs, Gibbs, and Lennox, in 1937,’ made elec- 
troencephalograms of patients under ether anes- 
thesia. They found that, as the depth of anesthesia 
was increased, there was an increase in the ampli- 
tude of frequencies at 20 cps and that later 
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high-voltage waves with a frequency of 5 cps ap- 
peared; in anesthesia for surgery, waves of | cps, 
on which were superimposed small waves with 10 
to 20 cps. frequency, appeared. They concluded, 
“A practical application of these observations might 
be the use of the electroencephalogram as a 
measure of depth of anesthesia during surgical 
operation. The anesthetist and surgeon could have 
before them on tape or screen, a continuous record 
of the electrical activity of both heart and brain.” 

The electroencephalogram during ether anes- 
thesia was further studied by Courtin, Bickford, 
and Faulconer.? They recognized seven e‘ectro- 
encephalographic levels of anesthesia, which they 
described, respectively, as flat, rhythmical, complex, 
slight suppression, moderate suppression, severe 
suppression, and complete suppression. They found 
that the great variations between the electro- 
encephalographic patterns of waking patients 
disappeared even under light anesthesia and that 
the characteristic tracings for the different levels 
were reasonably constant from patient to patient. 
The patterns for ether anesthesia as described by 
Clowes and others * were somewhat similar. 

Bellville and Artusio* studied the electroen- 
cephalograms of patients in the various planes of 
stage-1 (analgesia) ether anesthesia. Plane 3 of 
this stage produced a characteristic electroen- 
cephalogram. The amplitude was 30-40 pv, the 
rhythm was sinusoidal, and the frequency was 
20-24 cps. Deepening of the anesthesia was fol- 
lowed by the appearance of waves of slower fre- 
quencies with a superimposed wave of fast 
frequency and finally by the disappearance of 
the fast-frequency wave with a predominance of the 
slow-frequency waves. The predominant frequency 
in the stage of analgesia, i. e., plane 3 of stage 1, is 
22 cps. The average peak activity is 17 pv 
(12.5-22 pv). 

Nitrous oxide anesthesia was found to give the 
same electroencephalographic pattern as the lighter 
stages of ether anesthesia.* Six electroencephalo- 
gram stages of cyclopropane anesthesia were re- 
corded by Rubin and Freeman.’ Cyclopropane 
anesthesia, as shown by the electroencephalogram, 
was divided into five stages by Possati and others.° 
A close correlation between stages of anesthesia 
and concentrations of cyclopropane in the blood 
was found. The effect of thiopental (Pentothal) 
sodium, given in a dose of 400 mg. prior to intuba- 
tion, produced extensive changes in the electro- 
encephalogram.’ High amplitude waves of 1 to 2 
cps appeared for a period of one-half to one 
minute, followed by disappearance of the rhythm. 
Later the pattern showed waves of 2 to 3 cps alter- 
nating with zones of extinction, each having a 
duration of 5 to 10 seconds. These abnormalities 
lasted from one and one-half to eight minutes and 
were not found with slow injection of thiopental. 

Courtin * described the electroencephalographic 
levels of anesthesia with nitrous oxide and trichlor- 
ethylene and found them strikingly similar to levels 


— 


1674 


1, 2 and 3 of anesthesia with nitrous oxide and 
ether.’ Level 1 with waves of fast frequencies was 
characterized by an increase in frequency and a 
decrease in amplitude from the normal tracing. 
Level 2 (rhythmical) showed an amplitude of 
1 to 200 pv with a predominant frequency of 3 to 
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brain. (It might be presumed that this instantan- 
eous effect is owing to anoxia rather than to hyper- 
capnia of the brain. ) 

In another study, as carbon dioxide was added 
to the anesthetic mixture respiration was temporar- 
ily stimulated and a transient rise in blood pressure 
resulted.* Depression followed 
in 75% of the experiments and 
was accompanied by a moder- 
ate hypotension. The level of 
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anesthesia, when 3, 4, or 5 and 
with ether or pentobarbital 
(Nembutal), deepened when 
carbon dioxide was adminis- 


tered without an increase in 


the concentration of the anes- 
thetic agent in the blood. The 
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same results were seen in eight 
patients under ether anesthesia 
when a rise in the serum car- 


bon dioxide level occurred. A 


Fig. 1—Electroencephalogram and electrocardiogram in elective cardiac arrest after _ rise in pCO, from 46 to 72 mm. 


injection of potassium citrate into coronary circulation. 


5 eps. Level 3 (complex) was characterized by a 
loss of rhythmicality but a persistence of an ampli- 
tude of up to 200 uv with relatively slow-frequency 
waves. No significant changes in the electroen- 
cephalogram were found with the use of usual doses 
of morphine, meperidine (Pethidine), and the 
muscle relaxants.° 

Anoxia may cause electroencephalographic signs 
similar to those produced by anesthesia. In one 
patient with a history of coronary infarction be- 
fore the anesthetic was given, the electroencephlo- 
vram suggested deep anesthesia and the electro- 
cardiogram showed evidence of myocardial anoxia.* 
The operation was delayed for 


was increased from 11.5 to 15 


Hg was seen in one patient 

while the blood ether level re- 
mained constant (102 mg. per 100 cc.). The electroen- 
cephalogram showed a change from a type 3 to 
a type 4 pattern. This gave a tracing similar 
to that shown when the blood ether level was 
125 mg. per 100 cc. with normal pCO,. In types 
1 or 2, hypercapnia acted as a stimulant without 
showing evidence of cortical depression. Find- 
ings in 17 patients showed that in the presence 
of high carbon dioxide blood levels less ether 
was needed to cause cortical depression, as in- 
dicated in the electroencephalogram. In the case 
of pentobarbital anesthesia with normal pCO, 
electroencephalogram changes with decreased oxy- 


Gm. by transfusions, and the 
operation was then carried out 


without incident. 
On sudden cessation of blood 
flow to the brain, changes in {> 


one week, the hemoglobin level bpdsh¢ CLAMP ary 
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the electroencephalogram ap- 
pear immediately even though 
oxygenation has been adequate =~ 


up to this point. This was ex- 


emplified by a case in which 
herniation of the heart from 


Fig. 2.—Electroencephalogram and electrocardiogram in elective cardiac arrest 


its pericardial sac occurred.’° with restoration of normal cardiac rhythm. 


There was a sudden change 

from the normal rhythm (which was rapid fre- 
quency at low voltage) to waves of 3 to 4 cps with an 
amplitude of 150 »v. The previous normal rhythm 
was restored when the heart was returned to the 
pericardial sac. The herniation had caused im- 
mediate blockage of the great vessels of the heart 
with an instantaneous cessation of blood flow to the 


gen saturation were slight until a- level of 40% 
saturation was reached. Below this level, electro- 
encephalographic changes suggested a rapid cor- 
tical depression. Another study also showed that 
the presence of excess carbon dioxide in the 
blood hastens deepening of anesthesia.” Other 
workers * have detected no change when carbon 
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dioxide is added to the inhaled mixture (the con- 
centration was not stated ). 

The effect of a fall in blood pressure on the 
electroencephalogram was studied by Beecher and 
others.’ Reduction of the blood pressure by con- 
trolled cardiac tamponade produced changes during 


} 

Fig. 3.—Electroencephalogram and electrocardiogram of 
44-year-old child with intraventricular septal defect and 
pulmonary hypertension, showing effect of moderate hypo- 


thermia on electroencephalogram. Child’s temperature was 
A, 36 C; B, 31.5 C; C, 33 C; D, 34 C. 


stabilized ether (and also stabilized pentobarbital ) 
anesthesia which could not be distinguished from the 
changes resulting from deepening the anesthesia. 

Hypotension induced by trimethaphan ( Arfonad ) 
camphorsulfonate was found to cause transient 


flattening of the electroencephalogram.'* The more 
rapid the fall in blood pressure, the greater was the 
depression. If the systolic pressure was lowered no 
more than 10 mm. Hg per minute, pressures of 40 
mm. Hg could be reached and maintained for 
periods of as long as one hour. 

The carotid sinus, when dis- 
tended, causes a_ progressive 
reduction in cortical activity, 
as shown by the appearance of 
slow waves on the electroen- 
cephalogram."* It is thought to 
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Changes During Elective Cardiac Arrest 

The changes in the electrocardiogram and elec- 
troencephalogram as described above are illustrated 
in the following examples. All the patients in this 
series were subjected to elective cardiac arrest by 
injecting potassium citrate into the coronary cir- 
culation."* 

Injection of Potassium Citrate into Coronary 
Circulation.—The electrocardiogram is normal be- 
fore the injection of potassium citrate. The disin- 
tegration of the complexes follows and leads to a 
horizontal line, indicating absence of all activity 
(fig. 1). After removal of the aortic clamp at the 
end of the operation (fig. 2), small ventricular con- 
tractions appear, and, in a few minutes, a normal 
rhythm returns. The electroencephalogram mean- 
while shows no significant changes. 

Effect of Temperature.—A 44-year-old patient, 
operated on for intraventricular septal defect and 
pulmonary hypertension, showed electroencephalo- 
graphic changes due to temperature changes (fig. 
3). The normal electroencephalogram when the pa- 
tient’s temperature was 36 C (97 F) was followed 
by evidence of depression (from 40 to 120 pv at 20 
cps to 10 to 30 wv at 22 cps) when the temperature 
fell to 31.55 C (88.7 F) five minutes later. The 
lowering of body temperature resulted from the in- 
fusion of cool blood from the pump oxygenator. 
Return to a normal pattern (40-120 pv at 20 cps) 
followed restoration of temperature. An electro- 
encephalogram showing a change of this sort on 
cooling may revert to normal even without a rise 
in body temperature as the brain becomes ac- 


be independent of blood pres- 
sure changes, inasmuch as it 
persists after bilateral vagotomy 
and high spinal section, which 
interfere with the hypotensive 
response to carotid sinus dis- 
tention. This is considered to 
be the first example of an affer- 
ent inflow which “damps” rath- 
er than activates the cortex. 

The effects of hypothermia were studied in 
monkeys.'* Progressive depression of the electro- 
encephalogram accompanied a fall in body tem- 
perature until, at 20 C (68 F), there was no evi- 
dence of cortical activity. When rewarming 
occurred, the electroencephalogram gradually re- 
sumed its normal form. 


E, 52; F, 40. 


Fig. 4.—Tracings from 11-year-old child with aortic stenosis, showing effect of 
hypercapnia on electroencephalogram. Child’s pCO, was, A, 52 mm. Hg; C, 82; D, 82; 


customed to the change. P waves occasionally per- 
sist during elective cardiac arrest. 
Hypercapnia.—An 11-year-old patient, operated 
on for aortic stenosis, showed the effect of hyper- 
capnia on the electroencephalographic tracing (fig. 
4). A depression of the electroencephalogram 
(from 50 to 130 pv at 22 cps to 10 to 50 pv at 9 cps) 
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accompanied a rise in venous pCO, from 52 to 82 
mm. Hg. An improvement in the pattern resulted 
after a return of pCO, to 40 mm. Hg. 
Irreversible Anoxia Due to Surgical Technical 
Difficulties (Fig. 5).—During an operation on a 
27-year-old patient with mitral insufficency a dis- 
secting aneurysm appeared. The electroencephalo- 
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tracing followed the appearance of a dissecting 
aneurysm, which, beginning where the stream of 
blood from the pump struck the wall of the aorta, 
extended toward the heart, obstructing the aorta 
and cutting off all bood flow to the brain. The 
aneurysm then burst into the ascending aorta, re- 
storing at least partially a blood supply to the 
brain. A flattened pattern re- 
sulted from application of a 
clamp to the ascending aorta 
preparatory to arresting the 
heart by the injection of potas- 
sium. This clamp obstructed 
the outlet of the aneurysm, and 


thus the brain circulation was 


again cut off. A second rupture 


of the aneurysm into the de- 
scending aorta restored once 
again the cerebral blood supply 


| 


Fig. 5.—Tracings from 27-year-old patient with mitral insufficiency, showing irre- 


versible anoxia (E) due to surgical technical difficulties. 


iy 


with a return of a fairly satis- 
factory electroencephalograph- 
ic pattern. The patient survived 
the operation but died two days 
later due to coronary occlusion. 

Anoxia.—In a 2-year-old pa- 


tient with Tetralogy of Fal- 


lot and cyanosis the sequence 
of patterns showed a change 
which improved when venti- 
lation was achieved by use 
of pure oxygen (fig. 7). The 


Fig. 6.—Tracings from 53-year-old man with aortic stenosis. Dissecting aneurysm 
caused cerebral anoxia which produced electroencephalographic changes seen at B 


change cannot be attributed to 
anoxia but rather shows the 
need for close scrutiny of all 
possibilities. 


Summary 


The electrocardiograms and 
electroencephalogram are help- 
ful monitors in the manage- 
ment of patients undergoing 
cardiotomy. The electrocardio- 


Fig. 7.—Tracings from 2-year-old child with tetralogy of Fallot with cyanosis. 
Evidence of cerebral depression shown at B improved on administration of 100% 


oxygen. 


graphic pattern showing bursts of activity separated 
by flat horizontal tracing was indicative of serious 
(usually fatal) cerebral anoxia (fig. 5). 


Dissecting Aneurysm (Fig. 6).—In a 53-year-old. 


patient, operated on for aortic stenosis, a satisfac- 
tory electroencephalogram was recorded after the 
pump oxygenator had been started. A nearly flat 


gram reveals valuable informa- 
tion of cardiac arrhythmias, 


many of which respond to ap- 


propriate therapy. Little evi- 
dence is afforded on anoxia 
and hypercapnia, however. 


The electroencephalogram is 
useful as an indicator of cere- 
bral oxygenation during elec- 
tive cardiac arrest when most 
of the signs of anesthesia fail. 
The depression of the cortical output results from 
hypotension, decreased blood flow, hypothermia, 
and also cerebral anoxia. Depression also accom- 
panies anesthesia, hypercarbia, and stimulation of 
the carotid body. 

Many factors produce changes in the electroen- 
cephalogram, none of which is specific. These 


| 
3 
| 
i ‘ 
| | 
| 
i 
and E, 
' 
| 


Vol. 166, No. 14 


changes, when they are seen, are a clear indication 
for the careful investigation of all possible causes 
of cerebral depression. 


2020 E. 93rd St. (6) (Dr. Hale). 
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on laboratory observations of elective cardiac arrest was published in July, 

1955. This team of English workers recognized the importance of a dry mo- 
tionless field in the development of open-heart surgery. Their approach, based on 
the early work reported by Ringer, in 1883, and Hooker, in 1929, was further stimu- 
lated by the more recent publications of Montgomery, Prevedel, and Swan. Melrose 
and co-workers developed a simple technique using a potassium citrate-blood mixture 
for inducing elective cardiac arrest in dogs. Although they did not report clinical 
application, their concept of elective cardiac arrest and the simplicity of their meth- 
od had particular appeal to us. The decision to employ this technique at the Cleve- 
land Clinic was made after an intensive experimental trial. On Feb. 17, 1956, the 
Melrose technique of elective cardiac arrest was utilized in the closure of an inter- 
ventricular septal defect. The patient, a 17-month-old child, is thought to be the first 
clinical case in which elective cardiac arrest was successfully employed. Since the 
initial operation, elective cardiac arrest has been utilized by the authors in 73 opera- 
tions; a total of 84 open cardiotomy procedures have been performed with the aid 
of pump-oxygenators. Cardiac arrest has been employed in operations for closure of 
septal defects at the auricular and ventricular levels, correction of mitral and tricuspid 
insufficiency,, aortic valvular commissurotomy, correction of pulmonic valvular and 
infundibular ‘stenosis, and in attempts to correct transpositions of the great vessels. 
On the basis of this experience, a preliminary conclusion is justified, namely: the 
safety and the benefits provided by the Melrose technique for elective cardiac arrest 
justify its use in surgery on the open heart.—D. B. Effler, M.D., L. K. Groves, M.D.. 
F. M. Sones Jr., M.D., H. F. Knight Jr., M.D., and W. J. Kolff, M.D., Elective 
Cardiac Arrest—An Adjunct to Open-Heart Surgery, The Journal of Thoracic Surgery, 
October, 1957. 
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FOR THORACIC SURGERY 
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The aim at all times during anesthesia is to pro- 
vide adequate alveolar ventilation so that oxygen 
may be supplied to the tissues in adequate concen- 
trations and carbon dioxide eliminated in proper 
amounts. During thoracic surgery several factors, 
acting singly or in combination, may interfere with 
normal ventilation. The common denominator of 
these several forces is the diminution of gaseous 
exchange at the alveolar membrane. 

Precipitating causes of hypercapnia and, in many 
instances, hypoxia include the following: 1. Drugs 
employed during general anesthesia. Nearly all 
such agents either depress the respiratory center 
directly or prevent normal transmission of impulses 
from the center to the muscles of respiration. Due 
to these effects, the anesthetized patient is incapable 
of reacting to the stimuli normally initiated by 
hypercapnia. 2. Technical anesthetic difficulties. 
Upper respiratory obstruction or laryngospasm dur- 
ing induction, difficulty in the insertion of an endo- 
tracheal tube, the placement of a tube beyond the 
carina into the right main bronchus, and the over- 
zealous inflation of an endotracheal cuff may inter- 
fere with gaseous exchange. 3. Posture of the 
patient. During anesthesia any position which inter- 
teres with the expansion of the thoracic cage will 
diminish respiratory exchange. In this category the 
heavy arm of the surgical assistant leaning on the 
patient's chest must not be forgotten. 4. Disease 
within the lung parenchyma. In most thoracic op- 
erations normal alveolar ventilation is compromised 
by disease processes in a portion of the lung. 5. 
Altered pulmonary mechanics associated with an 
open thorax. 6. Surgical manipulations within the 
thoracic cavity. Partial collapse of a lung, necessary 
in the performance of surgery, may allow the per- 
fusion of blood but will prevent exchange of gases 
because of alveolar collapse. The situation might 
be likened to that present with an arteriovenous 
shunt. 7. Method of respiratory exchange permitted 
or initiated by the anesthesiologist. This factor is 
one in which a relatively wide range of variability 
exists. 

These etiological mechanisms have been well 
documented within the last few years and exist as 
real entities in day-to-day practice.’ There is una- 
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It is especially necessary to guard against 
the development of hypercapnia and hypoxia 
in the patient during thoracic surgery because 
so many factors may combine to interfere with 
pulmonary ventilation. It is especially difficult 
to judge the depth of anesthesia and ade- 
quacy of gas exchange when spontaneous 
respiration is replaced by controlled respira- 
tion. The possible advantages of deliberate 
hyperventilation were explored in 128 pa- 
tients undergoing thoracic surgery. In most of 
them ventilation was achieved by manual 
compression of the reservoir bag, but in about 
20 patients mechanical respirators were used. 
Samples of arterial blood were obtained for 
determinations of pH, pCO., and oxygen sat- 
uration. Four case histories are given showing 
the possibility of maintaining normal acid- 
base balance or producing an alkalosis in 
this way, and illustrating the inadequacy of 
spontaneous respiration in some cases. There 
was no evidence that the methods of artificial 
respiration used hindered the return of venous 
blood to the heart. Excessive depth of an- 
esthesia was avoided by using concentrations 
and quantities of anesthetics such that it was 
virtually impossible for deep planes of an- 
esthesia to be attained. No ill-effects attrib- 
utable to alkalosis were seen even in patients 
maintained in that state for several hours. 
The results indicate that an extensive evalua- 
tion of the relative merits of respiratory 
acidosis and alkalosis is desirable. 


nimity of opinion that respiratory acidosis is the 
result of inadequate alveolar ventilation. As a corol- 
lary, it is agreed that respiratory acidosis should be 
prevented in the best interests of the patient. 

In clinical practice difficulty has arisen in pre- 
venting respiratory acidosis and hypoxia because 
there are no clear-cut signs to indicate their pres- 
ence. Cyanosis is not apparent until the arterial 
oxygen saturation diminishes to 75 or 70% of nor- 
mal, and the signs of hypercapnia are masked by 
the state of anesthesia. Assisting respiration by 
manual compression of the reservoir bag of the gas 
machine during the inspiratory phase is practiced 
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widely, but it is realized that such augmentation 
of ventilation, even when performed by an “edu- 
cated” hand, often fails to prevent acidosis. Within 
recent years attempts have been made to fill the 
breach by utilizing mechanical ventilators.’ For 
best performance these ventilators require the com- 
plete abolition of spontaneous respiration. They 
“control” the respirations of the patient. 

Although recommended sporadically for a num- 
ber of years, controlled respiration has not been 
received with enthusiasm in all centers. However, 
in 1952,* it was suggested that, if normal acid-base 
balance is to be maintained with modern anesthetic 
techniques which incorporate  muscle-relaxant 
drugs, controlled respiration is necessary. Further- 
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ventilation was achieved by manual compression 
of the reservoir bag, although in about 20 the Jeffer- 
son and Stephenson ventilators were used. A variety 
of anesthetics were employed, including nitrous 
oxide, ethylene, ether, cyclopropane, fluothane, 
thiamylal (Surital) sodium, thiopental (Pentothal) 
sodium, hexobarbital (Evipal) sodium, meperidine 
hydrochloride, and hydroxydione (Viadril). Succiny]- 
choline chloride was the principal muscle-relaxant 
utilized to aid in controlling respiration. A partial 
vebreathing technique, employing flows of gas be- 
tween 3 and 7 liters per minute, was preferred. 
Both poor-risk and good-risk patients were included 
in the series. Respiration was controlled in a regular 
and rhythmic fashion; the inspiratory phase occu- 


Given 2 cc Surital, transtracheal done 
C2H4 O2 and tubed 


Surital - 100 mgm. 
C2Hg O2 4:2 
Cyclaine 2 cc 
Cocaine 
Ether 30 cc 


Anectine 150 mgm 


Dr. Dillon, Dr, Sullenberger 


Dr. Craddock (C. R. Stephen) 


Yao 


Fig. 1 (case 1).—Anesthetic record for patient who underwent exploratory thoracotomy for nonresectable 
carcinoma of esophagus. Description of circled numbers appears in table 1. 


more, with the peculiar conditions associated with 
thoracic surgery, it has been indicated that “ade- 
quate” ventilation implies a respiratory exchange 
greater than that necessary in the conscious resting 
state.'' Therefore, hyperventilation might be re- 
quired to maintain a normal acid-base balance. 


Methods 


An effort has been made to study clinically the 
effects of hyperventilation in 128 patients in whom 
thoracic surgery was done. Spontaneous respiration 
was prevented during operation by the use of drugs 
and by conscious attempts to provide a greater than 
normal ventilation. In the majority of patients, 


pied one-third of the respiratory cycle, and the 
remainder was occupied by passive expiration and 
a pause. In the patients for whom mechanical venti- 
lation was done, a one-to-one ratio was believed 
feasible because of the negative pressure exerted 
during the expiratory phase. By such regulation of 
respiration, interference with cardiac output was 
considered minimal. 

In these patients, Cournand arterial needles were 
placed in either the radial or thé brachial artery 
and samples of blood were drawn into heparinized, 
oiled syringes at regular intervals. The syringes 
were iced immediately, and the pH was determined 
within 10 minutes, with appropriate corrections for 
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temperature. The carbon dioxide tension was calcu- 
lated from the carbon dioxide content in volumes 
per cent, and the pH was determined by use of 
the nomogram of Peters and Van Slyke (Henderson- 
Hasselbach equation). Arterial oxygen saturations 
were determined in a Wood cuvette oximeter. The 
several anesthesiologists, usually residents, partici- 
pating in this study were not informed of the results 
during the procedure, but it was believed that the 
sampling procedure did enhance their efforts to 
produce hyperventilation in the patients. 


Results 


The over-all results show that 80 patients (62.5%) 
were maintained in a state of relative alkalosis for 
the greater part of the operation. In 44 patients 
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After 30 minutes of spontaneous respiration in 
the lateral position, prior to the opening being 
made in the pleural cavity, this patient showed 


TaBLE 1.—Findings in Thoracotomy for Carcinoma 
of Esophagus® 
Time pH. pCOz O2 Sat. % 
12:30 7.39 37.8 97 
1:35 7.31 66.0 
2:40 7.62 20.4 
3:40 7.63 17.7 
4:30 7.87 39.8 


Control—awake 

Spon. resp. 30 min. 
Controlled resp. exploring 
Controlled resp. closing 
End of case 


* Description of code for figure 1. 


respiratory acidosis. With institution of manually 
controlled respiration, alkalosis developed. In older 
patients with moderate emphysema, this condition 
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— ENCED mucus 


Pericardial effusion 


— 
es. 


Pericardectomy 


Drs. Carver, D'Angelo 


Dr. Rice (CRS) 


Fig. 2 (case 2).—Anesthetic record for patient who underwent pericardiectomy for massive pericar- 
dial effusion. Description of circled numbers appears in table 2. 


(34.4%) a normal acid-base balance was held, and 
4 (3.1%) showed objective evidence of acidosis 
during the operation. Some of the findings encoun- 
tered during surgery are illustrated best by the 
following case reports. 


CasE 1.—A 72-year-old female was emaciated and 
emphysematous; she had lost 60 lb. (30 kg.) of weight 
during the six months before operation. Physical examination, 
barium swallow, and esophagoscopy indicated a probable 
carcinoma of the esophagus. An exploratory thoracotomy 
was scheduled. Figure 1 and table 1 show the anesthetic 
record and arterial blood findings during operation. Anes- 
thesia was induced with thiamylal and maintained with 
ethylene and oxygen, 4:2 liters per minute, along with 
traces of ether. A dilute succinylcholine drip (0.1%) aided 
in maintaining controlled respiration. 


is maintained easily and with minimal utilization of 
drugs. Normal acid-base balance was reestablished 
readily at the end of operation. 


CasE 2.—-A 27-year-old female had suffered from pain in 
the chest for one month. Physical examination, roentgeno- 
graphic evidence, and pericardial tap indicated a massive 
pericardial effusion of undetermined etiology. At operation 
a pericardiectomy was performed. Figure 2 and table 2 
show the anesthetic record and laboratory findings. Anes- 
thesia was induced with thiamylal and maintained with 
ethylene and oxygen, 4:2 liters per minute, with ether 
added as required. A succinylcholine drip (0.1%) aided in 
preventing spontaneous respirations. 


In this patient a moderate degree of alkalosis was 
maintained with manually controlled respiration. 
The institution of mechanical ventilation, with the 
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Jefferson ventilator used in a one-to-one phase with 
a positive pressure of 15 cm. H,O and a negative 
pressure of 5 cm. HO, produced a more marked 


TABLE 2 (Case 2).—Findings in Pericardiectomy for Massive 
Pericardial Effusion® 

Time pH. pCOs O2 Sat. % 

12:00 745 37.4 8 Control awake 


12:30 32.9 Just after intubation, 
controlled 


Controlled 
On Jefferson 45 min. 
Still on Jefferson 


Spont. resp., awake, 
extubated 


1:10 30.3 
2:05 d 15.6 
8:10 126 
3:50 31.3 


bad Description of code for figure 2. 
alkalosis. An acid-base balance approaching normal 


was evident at the conclusion of operation. This 
case is of interest in that the institution of vigorous 
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necessitated frequent aspiration. Figure 3 and table 3 
show the anesthetic course and blood findings. Anesthesia 
was induced with thiamylal and maintained with cyclopro- 


TABLE 3 (Case 3).—Findings in Thoracotomy for 
Bronchiectasis* 


Time pH. 
7.39 


pCOs Sat. % 
2:20 43.4 97 


Induction just begun, 
spon. resp. 


Controlled resp., 
extrapleural 


Controlled resp., in chest 
Controlled 
Controlled 


Extubated, spon. resp., 
awake 


2:40 7.3 48.8 100 


3:30 7.36 43.2 
4:30 7.87 43.0 
5:30 7.87 40.7 
7:30 7.33 52.8 
* Description of code for figure 3. 
pane and oxygen, with use of a closed-circuit system. A 


succinylcholine drip (0.1%) assisted in maintaining con- 
trolled respiration. 


Demerol, 50 mgm. 


Nembutal, 50 mgm. 


Antrenyl, 0.6 mgm. 


(mms) 


Foregger 


Closed Circle 
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’ Anectine, 40 mgm. 

: Blood, 500 cc. 

, Antrenyl, 0.4 mgm. I, M, 
Vasoxyl, 15 mgm. 

‘ 


» Surital, 80 mgm. Lateral 


C3H6-O02 
Anectine, 150 mgm. 


a 
d 


_Bronchiectasis 


1000 cc. 


_Left thoracotomy, segmental resection, basilar segments and inferior 


lingula segment. 


rs. Linberg, Leventhal, Carswell 


Consent Yes 


Dr. Rice (CRS, LF, BG) 


scave 


correct 


paces 


Fig. 3 (case 3).—Anesthetic record for patient who underwent thoracotomy for severe bronchiectasis. 


Description of circled numbers appears in table 3. 


controlled respiration did not apparently interfere 
with cardiovascular dynamics in a situation where 
normal cardiac output probably was compromised 
by the pericardial effusion. 


Case 3.—A 3l-year-old female, weighing 95 Ib. (47.5 kg.), 
had extensive bilateral bronchiectasis. She coughed up 
6-12 oz. of sputum per day. Her maximum breathing 
capacity was 44% of normal, and her pulmonary washout 
time was 15 minutes (normal 4-6 minutes). Moderate air- 
trapping and emphysema were present. After suitable 
preparation, a thoracotomy on the left was performed with 
segmental resections of the basilar segments of the left 
lower lobe and the inferior lingular segment of the left 
upper lobe. Secretions were abundant during operation and 


This patient had advanced pulmonary disease 
which prevented normal alveolar ventilation. The 
margin of reserve was critical. Manually controlled 
ventilation served to maintain a normal acid-base 
balance during operation. Abundant amounts of 
oxygen in the anesthetic mixture prevented hypoxia. 
However, at the conclusion of surgery, when spon- 
taneous respirations had -been established and the 
patient was able to answer questions, a moderate 
respiratory acidosis was present, associated with 
definite hypoxia. The early postoperative course of 
patients with severe pulmonary disease must be 
watched carefully. 
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Case 4.—A 58-year-old male had suffered from acute 
shortness of breath on several occasions in the last four 
years. He was known to have severe asthma and had had 


TABLE 4 (Case 4).—Thoracotomy for Spontaneous 
Pneumothorax*® 


Time pH. 


9:25 7.20 


pCOz O2Sat. % 
74.5 60 


Spon, resp. ether 
ind. 30 min. 

Intubation, expiratory 
spasm 

Spon. resp., in chest wall 


In chest controlled resp. 
10 min. 


Controlled resp. 
End of case, spon. resp. 


9:30 A 78.1 


10:20 69.8 
10:35 48.1 


11:20 4 46.2 
12:30 66.9 


* Description of code for figure 4. 
spontaneous pneumothorax two or three times. On_ this 


hospital admission, he again had a pneumothorax which 
failed to respond to conservative measures. His vital ca- 
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studies indicated that adequate alveolar ventilation 
was difficult to attain. With the patient under anes- 
thesia, one hesitated to apply positive pressure to 
the airway until the thoracic cavity was open for 
fear of creating a tension pneumothorax and com- 
plicating the issue still more. The first three arterial 
blood samples revealed that spontaneous respiration 
in this patient induced a moderately severe respira- 
tory acidosis associated with severe hypoxia. The 
institution of controlled respiration, with expansion 
of the collapsed lung, improved the situation but 
failed to correct the respiratory acidosis entirely. 
The reestablishment of spontaneous respiration at 
the conclusion of operation again created a respira- 
tory acidosis. 
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Fig. 4 (case 4).—Anesthetic record for patient who underwent thoracotomy for spontaneous pneumo- 
thorax. Description of circled numbers appears in table 4. 


pacity was 36.4% of normal, and his maximum breathing 
capacity was 27.6% of normal. The pulmonary washout 
time was 17 minutes. The diagnosis was severe asthma and 
emphysema, with restricted total capacity consistent with 
pneumothorax. A thoracotomy was performed, and the air 
leaks in the lung were oversewn. Figure 4 and table 4 
show the anesthetic record and the arterial blood findings. 
Anesthesia was induced with hexobarbital and maintained 
with ethylene and oxygen, 4:2 liters per minute, with 
traces of ether. Succinylcholine in a dilute drip (0.1%) 
aided in controlling respiration after the lung was exposed. 


This case illustrates one of the more difficult 
problems encountered in production of anesthesia. 
The preoperative findings and the arterial blood 


Comment 


It seems apparent from this study that, in a 
majority of patients undergoing thoracic surgery, 
a state of alkalosis or a normal range of acid-base 
balance may be obtained by employing controlled 
respiration with a conscious effort to achieve hyper- 
ventilation. This method may therefore serve as a 
technique to avoid undesirable respiratory acidosis. 
However, certain objections arise concerning po- 
tential dangers associated with this technique. 
These hazards may be considered under three 
headings. 
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First, the possibility exists that controlled respira- 

tion, altering respiratory dynamics as it does, may 
interfere with venous return and cardiac output. 
If performed improperly, such may be the case.* 
On the other hand, if intermittent-positive-pressure 
breathing provides a pressure curve at the mouth 
that shows (1) a gradual increase in pressure during 
inspiration, (2) a rapid drop in pressure at the be- 
ginning of exhalation, (3) a mean pressure during 
the expiratory phase as near atmospheric as possi- 
ble, and (4) an expiratory time exceeding the inspir- 
atory time, there will be minimal disturbance to 
circulation.’ In the present study, the blood pres- 
sure and pulse records during anesthesia showed 
minimal evidence of alteration in cardiovascular 
dynamics. In any given instance, hypotension could 
be produced temporarily by application of repeated 
high inspiratory pressures with minimal pauses be- 
tween inspirations. Controlled respiration should 
be instituted with caution in patients suffering from 
shock or having greatly decreased blood volume. 
In these patients hypotension may occur with the 
recommended technique because the reflex increase 
in peripheral venous pressure normally initiated is 
impaired.® The use of a negative pressure during 
the expiratory phase is recommended in such in- 
stances. 

Second, during controlled respiration one of the 
most important signs of depth of anesthesia, the 
type of spontaneous respiration, is lost. How can 
one determine the plane of anesthesia during 
controlled respiration? In the absence of electro- 
encephalographic monitoring, the answer to this 
question is not simple. One could say that herein 
lies the “art” of anesthesiology. More to the point, 
perhaps, is the adoption of a concept that under 
these conditions anesthetics should be employed 
in such concentrations and quantities that it is 
virtually impossible for deep planes of anesthesia 
to be attained. When potent inhalation drugs, such 
as ether, are being used, the risk of deep planes of 
anesthesia or overdosage is reduced greatly if par- 
tial rebreathing techniques with high flows of gases 
(3-7 liters per minute) are adopted. The judicious 
use of muscle-relaxant drugs to provide relaxation 
when needed or to aid in controlling respiration is 
often an important adjunct. A proper pharmacologi- 
cal balance relies not too much on anesthetics and 
not too much on relaxant compounds. The total 
dose of any injectable agent must be limited by 
judgment and experience. 

Finally, if controlled respiration results in hyper- 
ventilation, with the production of alkalosis, does 
this alteration in acid-base balance increase the 
over-all risk to the patient? The answer to this 
question at present is unknown. Rapoport and 
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others” have indicated that the only consistent 
change in the electrolyte structure of arterial blood 
associated with overbreathing in man is the rapid 
decrease in carbon dioxide tension associated with 
an increase in pH. 

Physiological changes have been shown to occur 
with alkalosis. In dogs, a shift of pH from 7.35 to 
7.70 will reduce coronary flow by 50%." This appar- 
ent constriction of the coronary vessels results in a 
myocardial hypoxemia. Kety and Schmidt * showed 
that in man in a conscious state a similar shift of 
pH from 7.38 to 7.54 decreased cerebral blood flow 
by 36% and increased cerebral vascular resistance 
from 1.6 to 3.1 units. It is known that decreased 
carbon dioxide tension is the strongest cerebral 
vasoconstrictor yet demonstrated. However, the 
vasoconstrictor influence is actually the intrinsic 
tone of the vessels themselves, and the exciting 
agent is removal of the normal vasodilating tend- 
ency of carbon dioxide. 

In this regard it is interesting to note that thio- 
pental depresses the intrinsic tone of the cerebral 
vessels. In experiments on man, the cerebral meta- 
bolic requirements were reduced by 40% while the 
cerebral vascular resistance was reduced by 20%."° 
Thus, under the influence of an anesthetic the 
normal cerebral adjustment appears to break down. 
Whether the influence of anesthesia would tend to 
compensate for the changes produced by alkalosis 
remains to be shown. 

In this study in which respiratory alkalosis was 
induced in 80 patients, sometimes for several hours, 
no ill-effects were noted clinically either during or 
after operation. Almost invariably the acid-base 
balance returned easily to normal levels at the 
conclusion of surgery. Patients awakened quickly 
and were well oriented. 

A word must be said in support of the impression 
that controlled respiration, and presumably hyper- 
ventilation with alkalosis, contributes in and of 
itself to the state of narcosis.'' If by use of this 
technique the amounts of anesthetics required by 
the patient can be reduced, a certain advantage is 
achieved. Perhaps more potential harm than good 
is the ultimate result, but this fact has yet to be 
proved. 

Summary 


Prevalent opinion indicates that respiratory aci- 
dosis, although produced easily in thoracic surgery, 
is potentially harmful and to be avoided if possible. 
The ideal of preservation of normal acid-base bal- 
ance is difficult to achieve clinically. A group of 
128 patients were maintained on controlled respira- 
tion, and a purposeful effort was made to produce 
hyperventilation during operation. Eighty of these 
patients developed a state of respiratory alkalosis. 
Although the clinical progress of these patients was 
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satisfactory during and after operation, it remains 
to be shown whether a state of alkalosis is more or 
less desirable than a state of acidosis. 


Box 3535 (Dr. Stephen). 
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likely to see changes, too, in the practice of radiology. It is expected that the 
Adrian Committee will shortly commence, in selected hospitals, its survey of 


Piss: CHANGES IN PRACTICE OF RADIOLOGY.—The year 1958 is 


the dose to the patient in diagnostic radiology and the results will ultimately permit 
a more accurate assessment of the amount of radiation reaching the reproductive 
organs of the people of this country from diagnostic radiology, an amount which 
was estimated in the M. R. C. report on “The Hazards to Man of Nuclear and Allied 
Radiations” as being 22 per cent of that derived from natural sources. If this figure 
proves to be much too small, some further limitations in the use of diagnostic X rays 
may be anticipated. In the field of radiotherapy the process of replacement of 
radium by X rays is likely to be accelerated now that it is possible to achieve a simi- 
lar type of high-energy gamma radiation, After several clinical trials, supervoltage 
X-ray therapy is established as a valuable method of treating malignant disease, and 
providing the proper control is ensured, there is no reason why such apparatus 
should not be installed in every deep-therapy centre where it is likely in the fore- 
seeable future to replace orthodox irradiation for most deep-seated neoplasms suit- 
able for radiation treatment. Radium beam units in their turn seem likely to be 
superseded by apparatus using radioactive cobalt and possibly caesium, and in other 
applications isotopes are already performing some of the work previously done by 
radium. Further advances, however, may well depend on quite different considera- 
tions, such as better selection of cases, the pre-determination by histologists of the 
radio-sensitivity of individual growths, and a conquering of the technical difficulties 
inherent in present methods of using our knowledge of the effect of oxygen tension 
and other factors on radio-sensitivity. Discussions of these and allied subjects will 
give added interest to the International Cancer Congress to be held in London in 
July of this year.—Editorial, The Journal of the Faculty of Radiologists, January, 
1958. 
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The use of iron extends from its empirical appli- 
cations in ancient times to the present day in which 
it is universally recognized as a specific form of 
therapy for iron deficiency anemia. The more ra- 
tional use of iron has been brought about by the 
introduction of better diagnostic tools, a delinea- 
tion of the different types of anemia, and an in- 
creasing knowledge of iron metabolism. However, 
since several excellent reviews covering these areas 
have been published in recent years, it is not our 
intent to discuss them here. 

Iron deficiency anemia is one of the most com- 
mon ailments assailing man. It can be caused by 
excessive blood loss, inadequate iron intake, defec- 
tive iron absorption, increased iron requirements, 
and imperfect utilization of iron. Iron is present in 
various forms in all tissues and plays an indispen- 
sable role in intracellular respiratory processes. 
This metal is a basic component of hemoglobin, 
myoglobin, cytochrome, and the enzymes, catalase 
and peroxidase. In all of these substances the 
iron is present as a part of the porphyrin mole- 
cule. The remainder of the body iron is present 
almost entirely in protein-bound form. These bound 
forms of iron include the transport iron, transferrin, 
and the storage iron, ferritin and hemosiderin. 

The average adult’s diet contains approximately 
12-15 mg. of iron per day, of which only about 
one-tenth is taken into the body iron pool. This 
iron uptake is balanced by a loss of approximately 
1 mg. per day, thus effecting a slightly positive iron 
balance. A positive balance, however, may not be 
maintained in the menstruating female, who, be- 
cause of blood loss, may require an additional 0.5- 
1.0 mg. of iron per day. Pregnancy is another cause 
of iron imbalance, for the mother must furnish iron 
to the fetus and may also lose blood during deliv- 
ery. These factors account for the frequent finding 
of hypochromic anemia in women of the menstru- 
ating and child-bearing age group, despite a diet 
of normal iron content. Iron deficiency anemia is 
also common in infancy and childhood. In these 
age groups, iron needs are barely met by the best 
of diets and an inadequate uptake or a defect in 
iron utilization may result in a marked iron defi- 
ciency. In the adult male and the postmenopausal 
female, iron deficiency is usually associated with 
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Administration of effective doses of iron in 
the treatment of iron deficiency anemia is 
complicated by the fact that iron compounds 
are not innocuous. Toxicity experiments on 
dogs and rabbits are here summarized; they 
showed that the concentration of iron attained 
in the animal’s serum determined the severity 
of the acute symptoms. Iron in the form of 
ferrous sulfate or ferrous gluconate raised the 
serum iron level higher, and caused more in- 
tense symptoms of intoxication, than did 
equivalent doses of iron choline citrate. Pre- 
senting the iron to the system as a chelate 
complex caused less adverse effects than the 
use of ionized or readily ionizable prepara- 
tions. Test doses containing 120 mg. of iron 
were given orally to five volunteer subjects, 
first as ferrous sulfate solution, then two weeks 
later as iron choline citrate solution; determi- 
nations of serum iron before and after each 
administration showed that the sulfate caused 
a higher and less sustained rise in serum iron 
than did the complex. Given orally in tablet 
form thrice daily to 131 patients in doses 
ranging from 120 to 240 mg. of iron per day 
for a total of 3,303 treatment days, iron cho- 
line citrate caused gastrointestinal symptoms 
in only six patients, and in these it was possi- 
ble to continue the medication since all symp- 
toms presently disappeared. The clinical 
responses, both symptomatically and from a 
laboratory viewpoint, were entirely satisfac- 
tory and were comparable to those previously 
attained from other iron preparations utilized 
under similar circumstances. 


chronic blood loss which is often occult. Repeated 
blood donations may also produce severe iron loss 
and a consequent anemia. 

From these considerations it is readily apparent 
why hypochromic anemia occurs with such fre- 
quency that it is one of the most common condi- 
tions presented to the physician for management. 
Fortunately, the physician has in his therapeutic 
armamentarium an efficient agent to correct this 
disorder. Iron is practically a specific, provided 
that three requisites are met, namely, that it be 
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administered in proper dosage, that the anemia be 
one of true iron deficiency, and that no complicat- 
ing factors exist. Those factors which may alter a 
response to iron therapy include continued blood 
loss, infection, inadequate uptake, abnormal stor- 
age processes, defective utilization, and marked 
nutritional deficiencies. There is little evidence that 
such agents as the vitamins, trace metals, and liver 
alter the response in treatment of the great major- 
ity of cases of hypochromic anemia. However, 
many substances other than iron are known to play 
essential roles in the complex processes of hemo- 
poiesis. These factors may find rational application 
in those cases which fail to respond to iron therapy 
alone, but a careful analysis of the cause of hemo- 
poietic failure should be made prior to their use. 

The mere fact that there are so many iron pre- 
parations available indicates that, despite its speci- 
ficity in hypochromic anemia, iron therapeusis is 
still a problem. One of the major difficulties associ- 
ated with iron therapy is that of the occurrence 
of gastrointestinal disturbances, such as abdominal 
cramps, nausea, diarrhea, and constipation. De- 
creased dosage of iron and the administration of 
iron with food are often resorted to in an attempt 
to eliminate gastrointestinal distress. Such practices, 
however, reduce the amount of iron available for 
hemopoiesis and limit the effectiveness of treat- 
ment, often in, those cases wherein the need is 
greatest. 

In addition to the gastrointestinal distress often 
associated with therapeutic administration of iron, 
the problem of acute toxicity of iron must now 
be seriously considered. In recent years an increas- 
ing number of near-fatal and fatal poisonings have 
been reported after the accidental ingestion of iron 
by children.’ It is now recognized that the margin 
between an effective therapeutic dose and a lethal 
dose of iron is smaller than has been generally 
assumed. Thus, it is evident that there still exists 
a pressing need for a form of iron which is thera- 
peutically effective, well tolerated, and, at the same 
time, safe if accidently ingested in large doses. 

It is well recognized that the presence of free 
or unbound iron in the body fluids and tissues is 
unphysiologic. This metal is maintained in a bound 
form, apparently as a chelate complex, not only 
in the hemoglobin molecule but throughout the 
processes of its uptake, transport, and storage. The 
ability of certain organic compounds termed che- 
lating agents to unite with metallic ions is well 
recognized in the field of chemistry. The chelation 
of a metal greatly alters its physical, chemical, and 
physiological properties. It appeared reasonable, 
therefore, that the oral administration of a chelate 
iron complex might be advantageous both in terms 
of increasing therapeutic effectiveness and in terms 
of decreasing the irritating and toxic effects assoc- 
iated with iron administration. 
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The purpose of this report is to present our 
experiences with a chelated iron preparation and 
to discuss its therapeutic efficacy, gastrointestinal 
toleration, and relative toxicity. The discussion of 
the latter subject will include data summarized 
from animal studies conducted in our laboratories 
and reported in greater detail elsewhere.’ 


Materials and Methods 


The chelated iron complex used in this study 
was iron choline citrate, a preparation containing 
12.5% of elemental iron, synthesized by the inter- 
action of ferric hydroxide and choline dihydrogen 
citrate under controlled conditions. The present 
report includes findings in four areas of investi- 
gation. 

Therapeutic Evaluation.—Eighteen hospitalized 
patients with iron deficiency anemia of moderate to 
severe degree were given one sugar-coated tablet 
of iron choline citrate (40 mg. of iron per tablet) 
four times daily. The total dose was 160 mg. of 
elemental iron per day. The iron was administered 
under supervision between meals. Duration of ther- 
apy ranged from 28 to 60 days. The etiology of the 
anemia was that of chronic blood loss in all but 
two patients in whom it was believed to be due to 
long-standing nutritional deficiencies. Hemoglobin, 
erythrocyte, and reticulocyte determinations were 
performed every three to five days during the 
entire period of therapy. Hemoglobin was deter- 
mined by the method of Sheard and Sanford.* A 
normal hemoglobin level determined by this method 
is considered to be 15 Gm. per 100 cc. For the 
purposes of interpretation of clinical responses, 
values for hemoglobin and erythrocyte determina- 
tions are expressed in terms of per cent of normal 
in one portion of our data (fig. 1). 

Twenty-five nonhospitalized individuals with 
comparatively mild iron deficiency anemia were 
given a single daily dose of three iron choline 
citrate tablets (120 mg. of elemental iron). This 
single dose was administered before breakfast or 
at midforenoon on an empty stomach. The period 
of therapy ranged from 15 to 168 days. Hemo- 
globin level determinations were performed at two- 
week intervals. A close check was maintained ‘to 
note evidences of intolerance. This test group was 
composed of students, staff members, nurses, and 
hospital personnel whose anemia was due primarily 
to nutritional inadequacies. No changes in dietary 
habits were made during the course of therapy. 

Gastric Toleration Studies.—Eighty-eight hospit- 
alized patients were given two iron choline citrate 
tablets (40 mg. of iron per tablet) three times 
daily. The medication was administered on an 
empty stomach for a maximal period of 12 days. 
Each patient was carefully observed for signs of 
adverse effects and was questioned for symptoms 
that might be related to the therapy employed. 
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Serum Iron Responses (Iron Tolerance Tests ).— 
Five normal individuals (physicians and _ techni- 
cians) were given one fluid ounce of an aqueous 
ferrous sulfate solution containing 120 mg. of 
elemental iron. The test dose was administered on 
an empty stomach to eliminate any effect of food 
on iron absorption. Serum iron determinations were 
made by the method of Kingsley and Getchell.* 
Serum was obtained before administration of the 
test dose of iron and at two-hour intervals there- 
after for a period of six hours. These same pro- 
cedures were repeated in the same individuals 
after an interval of two weeks, except that a solu- 
tion of iron choline citrate, offering an equal amount 
of elemental iron, was substituted for the ferrous 
sulfate. 
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Comparative acute toxicities of iron choline cit- 
rate, ferrous sulfate, and ferrous gluconate were 
determined by administering these preparations as 
aqueous solutions providing equal amounts of ele- 
mental iron per kilogram. The iron solutions were 
administered by stomach tube to unanesthetized 
rabbits and to dogs under light anesthesia with 
pentobarbital sodium. All animals were closely ob- 
served for signs of toxicity. Survival times were 
noted, and autopsies were performed on animals 
which died. Close observation was made of the 
degree of gross traumatic changes in gastrointes- 
tinal tissues. Serum iron levels were determined by 
a modification of the method of Peterson.* Serum 
was obtained prior to iron administration and at 
regular intervals thereafter over a six-hour period. 


TABLE 1.—Hemopoietic Responses to Iron Choline Citrate 


Hospitalized Patients; Therapy: 160 Mg. Iron per day as Iron Choline Citrate 
Erythrocyte Count (Million/Cu.Mm.) 
Hemoglobin Level (Gm./100 ec.) - — 
—_~ Gain Peak 
Type or Cause Treatment Before End of Gain Per ‘Utilization Before End of Per Day _ Reticulocyte 
of Anemia (Days) Therapy Therapy Day of Iron, % Therapy Therapy (Thousands) Response, % 
Menstrual 46 7.8 a 0.11 : 3.05 4.05 33 5.0 
Hemorrhoids 42 7.2 2.6 0.16 21.3 2.10 4.40 24 6.0 
Ulcerative colitis .......... 42 3.7 ¢ 0.11 9. 2.40 3.50 29 6.0 
Ulcerative colitis 39 9.7 J 0.04 , 3.20 3.90 27 7.0 
Intestinal polyposis 2 7.8 9.5 0.05 2.70 3.30 20 4.5 
Nutritional j 3.5 0.08 9. 4.70 37 5.0 
Menstrual 5 § 0.14 8.5 4.9) 43 
3 0.19 25 2. 4.00 42 
0.16 8.5 3.5 4.70 
0.18 27.5 2.6 4.20 
Postpartum 0.11 3. 2.7 4.30 
Peptic ulcer 5 2. 0.17 2. 4.20 
Fibroid uterus 3: 5.6 . 0.18 23.1 2.8 4.00 
Postpartum 2. 0.19 9.9 2.6 4.10 
Menstrual 0.17 22, 2. 4.20 
Postpartum i 7.6 3. 0.16 21.6 3.2 4.30 
Nutritional ’ 8. 2.2 0.15 5.5 3. 4.20 
Postpartum : 5.6 2 0.15 2 4.00 
Av. 9 cases, initial 
(Hb. less than 30%) 0.16 
Av. 9 eases, initial 


Length of — 


(Hb. greater than 50%) 0.11 
Nonhospitalized Patients—Mild Nutritional Anemia; Therapy: 120 Mg. Iron per Day as Iron Choline Citrate 


Length of 

Nurses, students and hospital staff 
(total, 25 Cases) d 
(Range 15-168) 


Treatment (Days) Before Therapy 
Av. 84.3 10.6 


Av. Hemoglobin Level (Gm./100 ec.) 
_ - Av. Utilization 
of Iron, % 


3 


After Therapy 
12.5 


Gain Per Day 
0.02 


Serum iron responses to 120 mg. of elemental 
iron as ferrous sulfate and iron choline citrate were 
determined in a similar manner in two separate 
groups of four patients with moderate to severe 
degrees of iron deficiency anemia. 

Acute Toxicity Studies.—The acute toxicity stud- 
ies in experimental animals, reviewed in part in 
this report, will be more fully recorded elsewhere.’ 
These animal investigations included comparisons 
of the acute toxicity of iron choline citrate, ferrous 
sulfate, and ferrous gluconate. Another portion of 
the animal investigations was devoted to the study 
of relationships between serum iron levels and 
toxicity subsequent to the oral administration of 
each of these preparations. 


Results—Therapeutic Response 


The administration of 120 mg. of elemental iron 
per day as iron choline citrate proved to be thera- 
peutically effective in all of the hospitalized patients 
in this study. Details of the hemopoietic responses 
in this group are given in table 1 (hospitalized 
patients). Since hemopoietic responses to oral 
iron medication depend on duration of therapy and 
on the initial degree of anemia, both these factors 
have been considered in derivation of data in this 
table. All but one of the hospitalized patients un- 
derwent treatment for a minimum of one month. 
Therefore, calculations of (1) hemoglobin gain per 
day, (2) erythrocyte gain per day, and (3) per- 
centage of iron utilization were based on responses 
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during the first 30 days of therapy. The necessity 
of expressing calculations of hemopoiesis in terms 
of a stated number of days of therapy is readily 
apparent from an examination of figure 1, which 
illustrates the responses of one typical patient 
(case 2), who is also considered in table 1 (hos- 
pitalized patients). It can be noted that hemo- 
globin and erythrocyte values rose more rapidly 
during the first 30 days of therapy than during the 
latter part of the treatment period, during which 
normal levels were being approached. 

A detailed examination of table 1 (hospitalized 
patients) shows that in this group of patients 
whose anemia was primarily due to chronic blood 
loss the average hemoglobin level was 6.8 Gm. 
per 100 cc. before therapy and 11.4 Gm. per 100 
ce. at the end of therapy. The hemoglobin gain 
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Fig. 1 (case 2, table 1).—Responses in erythrocyte count, 
reticulocyte count, and hemoglobin level to therapy with 
160 mg. of iron choline citrate in a 6l-year-old patient with 
hypochromic anemia due to bleeding hemorrhoids. 


per day (30-day period) for the entire group was 
0.14 Gm. per 100 cc. However, the effect of the 
initial degree of anemia on such calculations is well 
demonstrated by dividing these patients into two 
groups. In the more severely anemic patients (ini- 
tial Hb. less than 50% of normal), the gain per day 
for 30 days was 0.16 Gm. per 100 cc.; in contrast, 
the response in the group with a lesser degree of 
anemia (initial Hb. greater than 50% of normal), 
was only 0.11 Gm. per 100 cc. per day for the same 
30-day period. It is evident from these consider- 
ations that quantitative evaluations of hemopoietic 
responses in terms of gain per day are of little 
significance unless all circumstances which might 
effect them are carefully considered. 


CHELATE IRON THERAPY—FRANKLIN ET AL. 


J.A.M.A., April 5, 1958 


The effects of initial degree of anemia and dura- 
tion of treatment on hemopoietic responses are 
further emphasized by a consideration of the data 
in table 1 (nonhospitalized patients ). In this group 
of ambulatory patients, the initial degree of anemia 
was relatively low and the treatment period aver- 
aged 84 days. The average hemoglobin gain per 
day under these circumstances was only 0.02 Gm. 
per 100 cc. Despite this apparent low level, how- 
ever, clinical responses, both symptomatically and 
from a laboratory viewpoint, were entirely satis- 
factory and were comparable to those previously 
attained from other iron preparations utilized under 
similar circumstances. 

Table 1 (hospitalized patients) reveals that the 
erythrocyte response in all the hospitalized patients 
averaged an increase of 38,000 per cubic millimeter 
per day (30-day period ). The more anemic patients 
in this group, however, averaged a gain of 44,000 
per cubic millimeter per day, while those with an 
initial anemia of a lesser degree averaged a gain 
of only 32,000 per cubic millimeter per day. Here, 
again, the degree of initial anemia obviously af- 
fected an expression of erythrocyte response in 
terms of increase in cells per day. 

The percentage utilization of iron, as recorded 
in table 1, was calculated by multiplying the total 
gain in hemoglobin (grams per 100 cc.) during 
the first 30 days by a factor of 50. This product 
denotes the total increase in grams of hemoglobin, 
assuming an average blood volume of 5,000 cc. 
for the adult human. The value for total gain in 
hemoglobin was multiplied by 0.0033, that frac- 
tion of the hemoglobin molecule composed of iron. 
This final product, representing the total iron in- 
corporated into hemoglobin, was then divided by 
the total iron given during the 30-day period. The 
quotient was then expressed as percentage of iron 
utilized in hemoglobin formation. This figure for 
percentage utilization of iron does not, therefore, 
include any iron which entered into formation of 
nonhemoglobin body constituents or was added to 
body stores. Although such values for percentage 
utilization of iron are admittedly subject to error 
due to assumption of 5,000 cc. as the average adult 
blood volume, they serve to approximate the degree 
to which the iron of the chelate complex is utilized 
for hemoglobin regeneration. 

Table 1 (hospitalized patients) shows that the 
average percentage utilization of iron for hemo- 
globin synthesis in the hospitalized group (30-day 
period ) was 16.7%. In the more anemic patients in 
this group the percentage of utilization was 20.4%. 
In those with the lesser degree of initial anemia the 
value was 13.1%. These values indicate that the 
iron of iron choline citrate was utilized in a highly 
satisfactory manner. 
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The data in table 1 (nonhospitalized patients ) 
again emphasizes the necessity of considering such 
factors as the degree of initial anemia and the 
period of therapy in any quantitative comparisons 
of iron utilization. These ambulatory patients all 
had a mild degree of initial anemia. Moreover, the 
average period of therapy in this group (84 days) 
was much greater than the 30-day period chosen 
to calculate iron utilization in the severely anemic 
patients in table 1 (hospitalized patients). A value 
of 3.1% iron utilization calculated under such con- 
ditions may, at first glance, be misleading. Clinical 
responses in these mildly anemic patients, treated 
with minimal dosages of iron choline citrate, were 
entirely adequate. It is evident from these data 
that the iron of the chelate complex is readily 
available for physiological uptake even in those 
patients in whom the capacity to absorb iron is 
not accentuated by a marked iron deficiency. 

Reticulocyte counts were performed at regular 
intervals in 12 of the hospitalized patients who 
received 160 mg. of iron per day as iron choline 
citrate. All patients showed an adequate reticulo- 
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tory patients who received 120 mg. of iron as iron 
choline citrate as a single daily dose for periods 
of continuous therapy up to 168 days. 

In this series of 131 patients given iron choline 
citrate in dosages ranging from 120 to 240 mg. of 
iron daily for a total of 3,303 treatment days, there 
were only six patients, (4.6%) who complained of 
gastrointestinal disturbances of any nature. All 
these six patients were in that group receiving the 
maximal dose of iron. Moreover, eight individuals 
in this study, exclusive of these six, stated that 
they had been unable to tolerate any other iron 
preparation, but these eight tolerated iron choline 
citrate without any discomfort. 


Results—Iron Tolerance Studies (Serum Iron) 


Figure 2 (A and B) records a comparison of 
serum iron levels following test doses of equal 
amounts of elemental iron as ferrous sulfate and 
as iron choline citrate, allowing two-week intervals 
between administration of the two different forms 
of iron to the same group of normal individuals. 


TaBLE 2.—Gastrointestinal Intolerance to Iron Choline Citrate 


Patients 


Cases with Intolerance 


Treatment, Treatment- - 
Type Amount* Days No 
Hospitalized 80 meg. Fe (t.i.d.) 412 6 
Hospitalized 40 mg. Fe (q.i.d.) 783 bi 
Non- 120 mg. Fe 2,108 
hospitalized 


(single dose) 


Totals 131 3,303 6 


Remarks 
Complaints limited to mild diarrhea, nausea, or constipation, dis 
appearing on continued therapy. Discontinuance of medication 
not required in any case. Eight patients were unable to take 
other forms of iron but tolerated iron choline citrate well. 


46 


* Iron choline citrate administered at early morning or midafternoon period on empty stomach 


cyte response, ranging from 5 to 17%, with an 
average peak response of 8.2%, There was a rough 
relationship between the degree of initial anemia 
and the peak values attained. The maximal reticu- 
locyte response was noted at about the end of 
the first week of therapy. 


Results—Gastrointestinal Toleration 


In all of the 131 cases studied (table 2), the 
iron choline citrate tablets were administered be- 
tween meals on an empty stomach in order to 
minimize any effect of food in decreasing untoward 
gastrointestinal symptoms. Of the 88 hospitalized 
patients given two iron choline citrate tablets three 
times daily (total, 240 mg. of iron), only 6 pa- 
tients evidenced any signs of gastrointestinal dis- 
tress. Complaints were limited to nausea, diarrhea, 
or constipation, all of mild degree. Ali signs and 
symptoms disappeared with continued therapy. In 
no case was modification of iron choline citrate 
dosage necessary. In the group of 18 hospitalized 
patients given 160 mg. of iron as iron choline cit- 
rate daily in four divided doses, there were no 
instances of gastrointestinal upsets nor were any in- 
duced in the group of 25 mildly anemic ambula- 


These data indicate that the utilization of iron 
from iron choline citrate is effected in essentially 
the same manner as is that from ferrous sulfate. 
In figure 2 (C and D) are depicted typical 
serum iron responses in two different groups of 
anemic patients given equal amounts of elemental 
iron in the form of ferrous sulfate and iron choline 
citrate. It is evident that initial serum iron levels in 
these anemic patients were significantly lower than 
those in the normal individuals. However, after the 
administration of 120 mg. of iron as iron choline cit- 
rate, serum iron in the anemic patients rose rapidly. 
The average increment above control values was 
134 meg. per 100 cc., a value twice that attained 
in normal individuals receiving the same amount 
of iron in the form of this same preparation. 
These data indicate that the iron of the chelate 
complex is readily available for uptake by physi- 
ological processes and that it will rapidly re- 
store subnormal plasma iron levels to normal. 
It is significant that maximal serum iron levels 
after administration of the iron choline citrate did 
not in any case exceed accepted values for total 
iron binding capacity and that these levels were 
somewhat lower than those attained after ferrous 
sulfate administration. Hemmeler * administered an 
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equal amount of iron as ferrous sulfate (120 mg.) over 90% of those animals given 250 mg. of iron 


to a group of anemic patients and reported maxi- per kilogram of body weight as iron choline cit- 

mal serum iron responses higher than those at- rate survived without evidence of toxicity, either 

tained in our series. In some cases in Hemmeler’s immediate or delayed. Moreover, half of the ani- 

series, maximal serum iron levels rose well above mals given 500 mg. of iron per kilogram of body 

400 meg. per 100 cc. These values indicate that weight as iron choline citrate survived, and one 
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Serum Iron (micrograms%) 
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Fig. 2.—-Serum iron responses in humans after administration of equal amounts of elemental iron as ferrous sulfate and 
as iron choline citrate. A, single dose of 120 mg. as ferrous sulfate administered to normal individuals. B, single dose of 120 
mg. as iron choline citrate administered to same persons after two-week interval. C, single dose of 120 mg. as ferrous sulfate 
administered to patients with iron-deficiency anemia. D, Single dose of 120 mg. as iron choline citrate administered to a separate 
group of anemic patients. 


maximal iron binding capacities may have been animal survived even after administration of 1,000 
approached or even exceeded in some instances. mg. of iron per kilogram of body weight in the 
Such differences between maximal serum iron re- form of this chelate complex. 

sponses to therapeutic doses of iron as ferrous sul- In those animals which failed to survive after 
fate and iron choline citrate may possibly be sig- administration of ferrous sulfate and ferrous glu- 
uificant when considered in the light of the acute conate, signs of acute toxicity were apparent short- 
toxicity studies reported below. lv after administration of the test done. There 


TaBLE 3.—Comparative Acute lron Toxicity in Experimental Animals 


Iron Preparations Utilized 


Ferrous Sulfate Ferrous Gluconate Iron Choline Citrate 
Dosage Survivea Survived Survived 
(Mg. Iron’ Kg. No. of r - No. of - No. of r os - 
Body Wt.) Animats* No. % Animals* No. % Animals No. % 
5 100 aD) 5 m 
11( SR, 6D) 11 100 2 1 oss 
15( 5R, 10D) 5 33 0 SR, SD) Ww 100 
20D) 0 0 6(D) 0 0 30D) 37 


“Rabbits (R) Dogs (D). 


3 Results—Toxicity Studies animals declined rapidly, and death occurred with- 
, ‘ in a few hours. Tables 3 and 4 show that survival 

Table 3 shows that all animals andl ferrous percentages and survival times of animals treated 
gluconate at a level supplying 200 mg. of iron per with ferrous gluconate were less than in those re- 

kilogram of body weight died and, similarly, that ceiving comparable doses of iron as ferrous sul- 

all animals receiving 250 mg. of iron per kilogram fate. These data indicate that, under the condi- 


of body weight as ferrous sulfate died. In contrast, tions of this study, the acute toxicity of ferrous 
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gluconate was even greater than that of ferrous 
sulfate. From table 3 it is evident that the acute 
toxicity of iron choline citrate is much less than 
that of ferrous sulfate and ferrous gluconate. In 
the few animals which failed to survive the ad- 
ministration of 250 mg. as iron choline citrate, 
signs of toxicity did not appear for a period of 
several hours after the test dose and survival times 
greatly exceeded those of animals dying from 
equal, or even lesser amounts, of iron as ferrous 
sulfate and ferrous gluconate. 

Serum iron levels (table 4), determined at regu- 
lar intervals after oral administration of ferrous 
sulfate, ferrous gluconate, and iron choline citrate, 
reveal that the greater incidence of toxic and fatal 
reactions in dogs after oral administration of iron 
as ferrous sulfate and ferrous gluconate was asso- 
ciated with sudden and massive increases in serum 
iron values. In those animals dying from ferrous 
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a positive relationship between the magnitude of 
serum iron elevation and mortality after iron ad- 
ministration. Postmortem examinations in nonsur- 
viving animals failed to reveal gastrointestinal le- 
sions of sufficient degree to account for the acutely 
fatal effects. 


Comment 


Therapy of iron deficiency anemia _ illustrates 
adequately the axiom, “Where there is a host of 
remedies, no one of them is completely satisfac- 
tory.” 

Most iron preparations which are hemopoieti- 
cally effective give rise to troublesome side-effects 
which limit their clinical usefulness. The literature 
reflects a high incidence of intolerance to ferrous 
sulfate, such values varying from 13% as reported 
by O'Sullivan and his co-workers * to one of 50% 
in a group of pregnant women reported on by 


TaBLeE 4.—Serum Iron Levels and Survival Times After Administration of Iron in Dogs 


Dosage 
(Mg. Iron 

Iron Preparation No. of kg — 
Utilized Dogs Body Wt.) Control lhr 
Ferrous sulfate 10 108 1,400 
200) 171 2,160 


Serum Iron Levels (Meg./100 Ce.) 


2 hr. 3hr 4 hr. 6 hr. 


—, Survival Time, 
Hr. 


Survived 
Survived 


1,661 1,012 40 912 


2,390 2 056 1,782 1,422 


250 128° 1, 688* 6,787" 6,460" 5,434" 3,608" All died, Av 
(98-172) (3,025-6,720) (4,120-9,940) (3,940-9,640) (3,160-9, 106) (2,140-7,820) 

Survived 
Died, 6.5 
Survived 
Died, 7 

Died, 7 

All died, Av. £ 


Ferrous gluconate 100 187 520 7R0 80) 740 612 
10 137 9,740 16,660 os 15,850 14,770 
1 157 330 100 440 610 
200 126 2,100 3,240 a 7,640 8,200 
66 3.900 8400 12.800 13,600 


140 », 130" 8,411 16,340° 13,140* 
(78-200) (1,720-14,000) (9,640-18,500) (11,160-16,000) 


(2342-16200) (7.824-16,800) 


Iron choline citrate 25 116* 230" 
(72-172) (204-610) 


i" 773 770 609" All survived 
(320-1,180) (468-1,460) (420-1,422) (298-1,200) 


172 220 

163 

296" 
(116-174) (270-322) 

640 


(598-90) 


350 1,160 2,125 3,000 
640 1,265 1,735 2.570 
ow 791* 815" 683* 
(740-842) (766-864) (512-854) 
1,000 1,660 2,720 3,100 


Died, 48 
Died, 72 


Survived 


Died, 65 


* Average values and range 


sulfate and ferrous gluconate poisoning, serum 
iron rose to levels which were 50-100 times con- 
trol values. It is evident from these data that the 
total iron-binding capacity of the plasma was 
greatly exceeded within a short period after ad- 
ministration of the test doses of iron. It is further 
evident from a consideration of table 4 that the 
lesser incidence of acute toxicity and death after 
iron choline citrate administration was associated 
with maintenance of serum iron at relatively low 
levels, the peak serum iron values in surviving 
animals reaching levels which were only about 
five times those of control values. Even in the 
few animals not surviving after iron choline citrate 
administration, serum iron levels rose only to 
values approximately 16 times those of control 
levels. Maximal serum iron responses and survival 
periods in these animals were in sharp contrast 
to those observed in animals dying from the same 
test doses of iron in the form of ferrous sulfate 
and ferrous gluconate. These data clearly indicate 


Gatenby and Lillie.“ Adverse symptomatology, 
therefore, frequently necessitates limitation of ther- 
apy or the utilization of parenteral iron with all its 
inherent hazards. 

Data presented in this report indicate that iron 
choline citrate, a chelated form of iron, possesses 
outstanding qualities in terms of freedom from un- 
desirable gastrointestinal effects. Those patients 
manifesting minor degrees of intolerance were all 
in the hospitalized group, and they received the 
maximal dose of iron. This low incidence of ad- 
verse symptoms is all the more significant in view 
of the fact that the iron choline citrate was ad- 
ministered between meals on an empty stomach. 
Moreover, all untoward symptoms promptly cleared 
despite continued therapy with the chelated iron 
at the same dosage level. 

The treatment of anemia in the patient with 
peptic ulcer is often a problem. Intolerance to 
iron often exacerbates ulcer symptoms and retards 
healing of the lesion. However, four of the pa- 
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tients treated in this study had well-defined peptic 
ulcers. In none of these was gastrointestinal dis- 
tress associated with iron choline citrate therapy. 
Iron utilization and hemopoietic responses were 
good in spite of the fact that the iron was admin- 
istered concomitantly with antacids, milk, and a 
high-protein diet, all of which tend to precipitate 
iron from solution and to limit its usefulness in 
ulcer patients. 

Chelation is a well-recognized chemical process 
wherein metallic ions are sequestered and bound 
into claw-like rings within the chelating molecule. 
Metals thus bound lose their ordinary properties 
when they enter into the chelate union. The 
amount of a given metal which can be taken into 
solution may be greatly altered, and the metal 
may resist forces which would precipitate it from 
solution were it present in an ionic form. One gram 
of iron choline citrate will dissolve in 0.2 ml. of 
water, a solubility of 500 Gm. per 100 ml. More- 
over, the iron of this chelate will remain in solu- 
tion at pH values up to 10.2 and in the presence 
of such natural iron precipitants as protein, phos- 
phates, and carbonates. Dialysis studies reveal that 
the diffusibility of iron from iron choline citrate is 
very low in comparison with the iron of ferrous 
sulfate and ferrous gluconate. These properties 
may account in part for the effectiveness of the 
chelate as a therapeutic agent, for its iron may be 
maintained in solution over a greater area of the 
gastrointestinal tract, thus permitting an optimal 
physiological uptake by union with iron acceptors. 
At the same time, direct diffusion into the circula- 
tion may be minimized, even if high concentra- 
tions of iron are ingested. 

Applications of chelation have been extensive in 
analytical chemistry and in industry. More recently, 
uses of chelation have been made in such prob- 
lems of experimental and clinical medicine as the 
treatment of heavy metal poisoning, the reversal 
of hemochromatosis, the dissolution of renal con- 
cretions, and the mobilization of atheromatous 
deposits. 

Hemoglobin has long been recognized to be a 
chelate complex of iron, but only recently has 
chelation been associated with other phases of iron 
metabolism. According to Pirzio-Biroli,’ the uptake 
of iron by apoferritin, its transport in the plasma 
by transferrin, and its storage as ferritin utilize 
processes of chelation to maintain iron in a phy- 
siological bound form. It is not surprising, there- 
fore, that the presentation of iron to the system 
as a chelate complex minimizes those adverse as- 
pects of therapy associated with the use of readily 
ionizable preparations. The high order of tolera- 
tion of iron choline citrate, which permits its ad- 
ministration between meals, is a factor of impor- 
tance in view of the loss of iron known to occur 
when ordinary iron preparations are given with 


food. 
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It is clearly evident that iron can no longer be 
considered an innocuous substance. Clark *° states 
that 1 Gm. of ferrous sulfate is a potentially lethal 
dose for a child. With the widespread use of iron 
the problem of accidental poisoning in children 
is becoming increasingly serious. As in all poison- 
ings, prevention, rather than treatment, is the 
issue of primary importance. The physician must 
assume the very real responsibility of warning all 
patients that iron preparations may be dangerous 
if allowed to get into the hands of children. 

There is no doubt that necrosis of mucosal tis- 
sues occurs in cases of iron poisoning in children, 
for the preparation ingested is usually in tablet 
form. In this study the iron was administered as an 
aqueous solution, and, in our opinion, the degree of 
gross trauma to gastrointestinal tissues was insuffi- 
cient to account for death of the experimental 
animals. The data herein indicate a positive rela- 
tionship between elevation of serum iron level and 
the fatal effects of the orally administered iron 
solutions. Markedly elevated serum iron levels de- 
veloped rapidly despite the presence of a physically 
intact mucosa. 

Although the possibility exists that the relatively 
low serum iron levels produced by massive doses 
of the chelated iron may be due to increased rates 
of disappearance of iron, we are of the opinion 
that they reflect a lower rate of entrance of this 
metal into the circulation. Our views are, there- 
fore, in agreement with those of Reissmann and 
his co-workers *' that acute iron poisoning must 
be considered to be a true absorptive intoxication. 
It is evident from these considerations that greater 
emphasis must be placed on the systemic aspects 
of acute iron poisoning, both in terms of preven- 
tion of rapid movement of iron into the circula- 
tion and in terms of combating the effects of the 
absorbed iron. 

Others have attempted to utilize comparative 
magnitudes of serum iron elevations to evaluate 
the relative merits of iron preparations as hematin- 
ic agents.'* In our opinion such comparisons are 
not completely valid. In this study serum iron re- 
sponses to single therapeutic doses of iron choline 
citrate are reported only to establish the physio- 
logical availability of the chelated iron. The 
marked similarity of serum iron responses to fer- 
rous sulfate and iron choline citrate serves to indi- 
cate that, at therapeutic levels, the iron of these 
two preparations is utilized in a comparable man- 
ner. Moreover, they show that in anemic patients 
the availability of iron from the chelate is ade- 
quate to meet the increased demands of the body 
for iron and to restore subnormal serum iron levels 
to normal. Beyond this point there appears to be 
no virtue in attempting to increase the rate of iron 
uptake. In fact, it would appear that any agent 
capable of producing marked elevations of serum 
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iron at therapeutic levels of intake might be po- 
tentially toxic, or even lethal, if accidentally’ in- 
gested in overdosage. 

The chelation of iron permits the formation of a 
clinically effective and well-tolerated iron prepara- 
tion for oral administration. Since iron choline cit- 
rate also possesses a high factor of safety in terms 
of prevention of accidental poisoning in children, 
the physician should welcome the addition of this 
agent to his therapeutic armamentarium. 


Summary 


There is an increasing incidence of death in 
children after accidental ingestion of overdosages 
of therapeutic iron preparations. In this study, toxic 
and lethal effects of orally administered iron were 
related to extreme elevations of serum iron and to 
a resultant systemic toxicity associated with the 
presence of unbound iron in body tissues. Passage 
of iron into the circulation in toxic amounts oc- 
curred independently of gross necrosis of mucosal 
tissue. The chelation of iron minimized its toxicity 
and provided a high factor of safety against fatal 
poisoning. Hemopoietic and clinical responses in 
humans were not impaired by the chelate binding 
of the iron. 


300 Main St. (Dr. Kemp). 


The iron choline citrate used in these studies was obtained 
as Ferrolip from Flint, Eaton & Company, Decatur, III. 

Sincere appreciation is extended to Dr. W. M. Fowler, 
Department of Medicine, University Hospital, State Uni- 
versity of Iowa School of Medicine, Iowa City, Ia., for data 
regarding non-hospitalized anemic patients described in 
table 1 of this report. 
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ATER REQUIREMENTS FOR MAN.—No single table of water allow- 


ances can be set up which will apply in all situations. . . . 


Under mild 


desert conditions, with minimum activity, 2 quarts of drinking water per 


man are needed each day. As the ambient temperature rises or activity increases, the 
amount of water required by a man per day becomes greater. When the tempera- 
ture approaches 100 F and soldiers are engaged in strenuous maneuvers, more than 
12 quarts of water per day per man may be needed to keep the troops in effective 
functioning condition. As men become acclimatized to heat their voluntary intake of 
water increases. Ordinarily, however, this intake replaces only about one half of the 
water lost by sweat. Thirst is not an adequate index of water requirement in the 
individual. That dehydration resulting from sweat losses in the heat is truly physio- 
logical, can be demonstrated by the improved performance of physical work after 
men have been forced to drink sufficient water to completely replace sweat losses. 
The only known method of repairing the damage done to the human machine by 
dehydration is to replace lost body water. The signs and symptoms associated with 
simple dehydration disappear rapidly and dramatically when water is drunk.—C. G. 
Wilber, Ph.D., Water Requirements of Man, United States Armed Forces Medical 
Journal, August, 1957. 


This is not intended to be a statistical paper. 
Principally it is a narrative of some of the happen- 
ings personally observed in the careers of patients 
who have survived from 10 to 32 years after treat- 
ment for cancer of the uterine cervix and corpus. 
The span of time involved represents an uninter- 
rupted association with the gynecologic division 
of Jefferson Medical College Hospital and _ its 
uterine cancer follow-up clinic from 1921 until 
1955. Before 1940 the work was carried out under 
the direction of the late Dr. Brooke M. Anspach. 
From 1940 until 1955, it was under my direction. 
This paper also represents an attempt to offer con- 
clusions drawn from this experience that might re- 
late to problems of prevention and management of 
uterine cancer, especially in the light of current 
research potential. 

The data utilized are derived from those patients 
registered on the gynecologic ward service during 
the era noted and from my private service. A 
10-year survival period has been chosen as an arbi- 
trary base line for this selective survey since the 
vulnerability of the 5-year criterion, the common 
yard stick for so-called cured cancer patients, is 
well known. In 1955 Emge * brought to our atten- 
tion the fact that nearly 1,500 patients with un- 
treated cancer of the corpus, cervix, and ovary, as 
reported to the California State Tumor Registry 
between 1942 and 1945, presented five-year sur- 
vival rates of 40.8, 34.4, and 20.2% respectively. 
The term survival, however, is not necessarily syn- 
onymous with comfort. 


Cancer of the Cervix 


In 1952 a comprehensive and statistically docu- 
mented report from the gynecologic ward service 
appeared in the American Journal of Obstetrics and 
Gynecology * as the fifth of a series of “five-year 
reports” that were instituted in 1931. In substance 
this exhaustive review presented in adequate detail 
not only the evolution of irradiation therapy from 
1921 to 1946 with respect to progressively improv- 


ing survival rates, but specific data about 463 pa- - 


tients treated. Of these, 134 had then survived from 
5 to 25 years and the follow-up was 98.5%. 

This report is referred to because the basic con- 
cept of therapy, although modified by three selec- 
tive periods of changed techniques throughout the 


Professor emeritus of Obstetrics and Gynecology, Jefferson Medical 
College. 

Read before the 11th Clinical Meeting of the American Medical 
Association, Philadelphia, Dec. 5, 1957. 


OBSERVATIONS ON SURVIVAL OF PATIENTS 
UTERINE CANCER 


THIRTY-FOUR YEAR PERIOD (1921-1955) 


Lewis C. Scheffey, M.D., Sc.D., Philadelphia 


J.A.M.A., April 5, 1958 


TREATED FOR 


Survival is not a synonym for comfort, and 
the statistics for five-year survivals after treat- 
ment for cancer cannot reflect the ' icissitudes 
of the individual patient. A series sf 487 can- 
cer patients treated from 1921 through 1947 
included a group of 127 with cancer of the 
cervix, and 77 (60%) of this group are living 
from 10 to 29 years since the time of treat- 
ment. A number of histories are given, par- 
ticularly that of a woman who died of apo- 
plexy at the age of 86, 32 years after her 
first treatment with radium for cancer of the 
cervix. There were long-term survivors irre- 
spective of the techniques of treatment. 
Similar experiences are recorded for cancer 
of the corpus uteri, and the histories given in- 
clude that of a woman living at the age of 87, 
32 years after surgery. Granulosa cell tumor 
of an ovary developed in two patients, 10 
years after radium therapy for cervical can- 
cers. Examples of long survival occurred re- 
gardless of the grade of malignancy of the 
tumor or whether treatment had been by 
radium, surgery, or the two combined. 


time mentioned, has remained basically radiologic. 
These alterations finally culminated in a “planned 
type” of therapy that has been followed rather con- 
sistently since 1942. After 1949-1950, surgical pro- 
cedures have played a more conspicuous part, 
evidenced by postirradiation lymphadenectomy and 
radical hysterectomy in selected instances. Those 
interested in these details are referred to the article 
mentioned above and its extensive bibliography. 

The radium applications in both the cervical and 
corpus cases during the period covered in this pres- 
entation have always been the responsibility of the 
gynecologist, in close cooperation with the radiolo- 
gist. Likewise the technique of external irradiation 
has been carried out and supervised by the radiolo- 
gist in similar cooperative fashion. Arneson ®* dis- 
cussed this arrangement admirably and objectively 
in the Carman lecture two years ago. 

The comment to follow is derived from a studied 
appraisal of 127 patients grouped as follows: 1. Sev- 
enty-seven (60%) are alive as of this report, having 
survived from 10 to 29 years after treatment for 
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cancer of the cervix. 2. Fifty-one (40%) eventually 
died from cancer of the cervix or from some other 
cause after surviving from 10 to 32 years after treat- 
ment. A few patients untraced for more than a year 
or so past are regarded as deceased pending further 
information. These 127 patients also represented 
26% of 487 cancer patients treated from 1921 
through 1947. The ages range from relatively few 
under 50 years to 38 between 70 and 90, the ma- 
jority ranging from 50 to 69. A wealth of accumu- 
lated data offers material for study and appraisal 
from many angles, but the confines of this paper 
permit but a sampling of numerous significant and 
interesting occurrences. 

Speaking in general terms, there were twice as 
many stage 2 lesions as stage 1, with relatively few 
stage 3. Histologically, low and intermediate grade 
lesions predominated, with a paucity of anaplastic 
growths and adenocarcinomas. In other words these 
frequencies are in line with our previous statistical 
experience. As might be anticipated, those surviv- 
ing or those deceased from other causes responded 
equally well to any one of the three progressive 
types of therapy employed. Second primary cancers 
of the gastrointestinal tract were of the order gen- 
erally noted. 


Individual Survival Periods 


Of unusual interest were two patients treated between 
1925 and 1930 with radium for cancer of the cervix. Ten 
years later, a granulosa cell tumor of the left ovary was 
removed from one patient. Apoplexy was the cause of death 
when she was 86—a total survival period of 32 years. The 
second patient was given radium for a cervical stump cancer, 
and nearly 10 years later a granulosa cell tumor was re- 
moved, without evidence of residual cancer of the cervix. 
A year later, she died of apoplexy at the age of 65—a 13- 
year survival period. 

Another patient had an initial simple total hysterectomy 
with adnexal removal. Soor thereafter there was a recurrence 
which yielded to interstitial irradiation and x-ray. She sur- 
vived for 32 years. Another woman was treated with radium 
for an anaplastic cancer of the cervix when she was 22. 
She is still living 29 years later. Another woman is still 
living 20 years after receiving x-ray therapy for a stage 1 
lesion. She refused the routine radium treatment secondar- 
ily, but she keeps in touch with the follow-up clinic. One 
woman received x-ray therapy after drainage of a pyometra 
with negative curettage twice. Two years later she received 
radium therapy when follow-up biopsy revealed squamous 
cell cancer. She died of cardiac disease 23 years later at 
the age of 86. 

A patient with stage 2 stump cancer developed a rectosig- 
moidal stricture after radium therapy but has lived comfort- 
ably with colostomy status for 17 years. She is now partially 
incapacitated by hemiplegia at the age of 66. A 71-year-old 
patient with a similar stump cancer has survived 29 years. 
In one patient, severe and recurrent hematuria two years 
after radium and x-ray therapy for a stage 1 lesion, and 
repeated external irradiation for supposed recurrence, neces- 
sitated over 50 transfusions in over a decade. In the 16th 
year of this patient’s survival, symptoms of cerebral instabil- 
ity appeared, and operation disclosed a metastatic brain 
lesion identical histologically with the original biopsy. The 
patient died at 60 years of age. A woman with a stage 3 
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lesion of marked extent was treated with x-ray and radium. 
At the time of writing, 15 years after treatment, there is 
no evidence of active disease. 

Thirteen years after treatment of a stage 2 lesion with no 
evidence of recurrence, a patient neglected a sore in the 
buccal cavity. Her condition is rapidly deteriorating in spite 
of extensive irradiation therapy. Eleven years after treatment 
for a stage 2 lesion, a 63-year-old patient developed bladder 
trouble suddenly, and death occurred within a brief time 
from extensive necrosis and gangrene of the bladder with 
advanced pyelonephrosis and destructive ureteritis as re- 
vealed at autopsy. A patient with a stage 2 cervical stump 
treated with radium survived 14 years before she died of 
pulmonary tuberculosis and cardiac disease. Another patient 
with a similar lesion and treatment died 11 years later of 
lung cancer, which was thought at autopsy to be a second 
primary lesion. 

Three patients with stage 1, 2, and 3 stump lesions treated 
with radium and x-ray survived 12, 10, and 12 years re- 
spectively. All died of recurrence. A 52-year-old patient with 
procidentia had a stage 1 lesion which responded well to 
x-ray and radium therapy. Shrinkage and retraction of the 
uterus occurred and two years later the uterus, adnexa, and 
a fair amount of parametrium were removed and found free 
of cancer. The vaginal vault was slow in healing because 
of necrobiosis. She has survived for 14 years and remains 
in good health. 


Gradation of tumor has shown no specific rela- 
tion to therapeutic response or survival time. In 
general, these long-term survivors have experienced 
varying degrees of discomfort from irradiation ther- 
apy, but only one developed a rectovaginal fistula. 
This is a selective but happier story than that re- 
ported in the 1952 statistical report, when the gen- 
eral incidence of irradiation damage—proctitis, sig- 
moiditis, cystitis, and fistula—increased notably 
with the use of local and heavier external irradia- 
tion techniques used after 1942. Rectovaginal and 
vesicovaginal fistula in that report were 4.1 and 
4.7% respectively. 

Stage 1 lesions are being seen more frequently, 
but stage 2 continue to be nearly twice as frequent. 
Few patients with stage 3 lesions survived for long 
periods. No case of carcinoma in situ was observed 
in this review. The grade of the lesion has been of 
no prognostic significance. A biopsy specimen has 
sometimes revealed varying areas of gradation. 

The fact that there were long-term survivors 
irrespective of the various techniques of treatment 
used would seem to indicate that the degree of 
radiosensitivity is more of a deciding factor than 
technical details, but radiosensitivity is not neces- 
sarily compatible with radiocurability. Deaths from 
late recurrence or unarrested disease occurring as 
long as 12 to 16 years after diagnosis lead to the 
belief that modified parthysterectomy and adnexal 
removal should be carried out more frequently 
after a satisfactory irradiation result has been 
achieved. Removal of tributary lymph nodes in 
such instances should not be attempted because of 
the risk of releasing residual cancer cells impris- 
oned by postirradiation fibrosis. 
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Heavier and more intensive irradiation therapy 
exacts its toll of discomfort, complications, and 
death in a minority of patients with stage 1 and 2 
cancer. Long-time survival is rare among those with 
stage 3 cancer, and it would seem wise and hu- 
mane to administer only limited irradiation to such 
people. “Palliative” irradiation in a patient with 
stage 4 is indeed a doubtful blessing. The absence 
of radical surgery among the long-term survivors 
in this presentation might serve for comparison 
with a similarly followed group of long-term sur- 
vivors after radical hysterectomy and lymph node 
excision. 


Cancer of the Corpus 


Beginning in 1934, quite a number of formal re- 
ports * regarding diagnosis and management of 
corpus cancer were issued by the gynecologic divi- 
sion. This statistically documented evaluation re- 
lated to ward patients and those on the private 
service of Dr. Anspach and various departmental 
colleagues, and those seen by me. Reference to pre- 
cise data regarding these findings can be found in 
the bibliographies of the specific references just 
noted. 

Immediate surgery was employed freely in seem- 
ingly early cases, but, as with cervical cancer, 
radium and x-ray were relied upon in advanced 
cases and in obese women or those in whom we 
had first recognized the “corpus cancer syndrome” 
25 years ago! This was also true of the elderly 
woman with surgical risk problems. When an in- 
creasing number of surgically treated patients were 
seen relatively soon thereafter with metastatic or 
recurrent cancer in the vaginal vault and vagina, a 
precise review stressing tumor gradation and asso- 
ciated factors led to the plan of primary treatment 
of the corpus with radium six to eight weeks prior 
to surgery. That is how the method of “planned 
therapy” for corpus cancer came about. No routine 
removal of lymph nodes was practiced and no post- 
operative x-ray was used unless objective findings 
warranted exposing the intestinal tract to irradia- 
tion effects. Accompanying myomas of various 
types or other contraindicating factors do not al- 
ways permit radium placement, and then post- 
operative irradiation becomes optional. 

Comments that follow stem from personal asso- 
ciation with 55 patients grouped thus: 1. Forty-one 
(less than 75%) are presently alive, having sur- 
vived from 10 to 32 years after treatment for cancer 
of the corpus. 2. Fourteen (more than 25%) are 
dead from causes other than cancer or are presently 
lost to follow-up but were still free of recurrence 
several years ago. 


An 87-year-old patient has survived 32 years after surgery 
for a low grade lesion. Another woman had radium and 
x-ray therapy four years subsequent to surgery and then 
more x-ray for an intermediate grade lesion. She survived 
19 years before she died of a second primary cancer of 
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the lung at 56 years of age. Two patients with high grade 
(anaplastic) lesions were treated 20 and 22 years ago with 
radium and x-ray, and radium alone. Test curettage several 
years later was negative in each. The first patient is now 57 
years old and has remained entirely well. The second patient 
is now 62 years old and has had repeated bouts of hema- 
turia incidental to late irradiation damage, with complicating 
myocardial insufficiency. 

A patient treated with radium and subsequent surgery 
19 years ago, without residual endometrial tumor (low 
grade), recently underwent a segmental lung resection be- 
cause of a suggestive x-ray, but the pathological report was 
chronic pneumonitis. Seventeen years ago, a then 60-year-old 
woman survived two postoperative pulmonary emboli after 
radium treatment and subsequent surgery for an intermediate 
grade lesion; no residual tumor was present. A 77-year-old 
patient received radium for an intermediate grade lesion and 
survived 13 years, dying of cardiac disease at the age of 90. 
An excessively obese patient is still living 15 years after 
receiving repeated radium applications within a month for a 
low grade lesion. 

A woman of 80 has survived 16 years after x-ray and 
radium therapy and surgery for a low grade lesion with 
attenuated residual tumor. Another woman had an operation 
15 years ago for concomitant endometrial and ovarian can- 
cer. The preoperative diagnosis was multiple fibroids and it 
was impossible to state accurately which of the two cancers 
was primary. She is now 67 years old and has been a 
diabetic for several years. A patient with paralysis agitans 
was given radium therapy for an intermediate grade lesion 
in 1943. Four years later she was treated elsewhere for 
enterocolitis, but there was no improvement. She returned 
for a pelvic recheck. An enlarged corpus and occluded cervix 
suggested residual tumor mass, pyometra, and chronic in- 
testinal obstruction. Diagnosis was confirmed at surgery with 
adequate removal of all pelvic organs. She is still living 14 
years later at the age of 75. A patient had radium therapy 
and surgery for an intermediate grade lesion attenuated by 
the radium and was well for five years when a second 
primary malignancy of the upper jaw developed. She was 
responsive to surgery and irradiation at 75 years of age, 
and has survived these combined lesions 13 years to date. 

A 53-year-old woman with excessive hypertension had re- 
quired colostomy some years previously due to ill-advised 
surgery for pelvic inflammatory disease. She was given ra- 
dium therapy for a low grade lesion in 1946 and is still well 
11 years later at the age of 64. An 82-year-old woman has 
survived 13 years after local interstitial radium and external 
irradiation therapy for recurrence of a lesion in the vaginal 
vault after primary hysterectomy for an intermediate lesion. 
A woman developed a postoperative hernia after radium 
therapy and surgery for an intermediate grade lesion. A 
small granulosa cell tumor was found in an ovary. She is 
still living 10 years later at the age of 69. The single 
adenocarcinoma in the series occurred in a 51-year-old 
patient. She was treated with radium. At surgery, residual 
disease in the corpus and a metastatic lesion in one ovary 
were found. She is still well 13 years later. 

It is evident from these cases that group-wise we 
are dealing with a preponderance of elderly wom- 
en. Also that there was great opportunity for sur- 
vival unless the patient had been too long neg- 
lected. Although there has been a steady increase 
in cancer incidence generally, there has also been 
a progressive increase in longevity rates, which go 
hand in hand with the rising population curve. 

The patients reviewed, with few exceptions, did 
not deviate from the generally recognized corpus 
cancer pattern and age bracket. Tumor gradation 
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was impartial with respect to long-term survival. 
Low and intermediate grades were equal in num- 
ber (24); there were 5 high grade lesions. Long- 
term survivals occurred in this group when treated 
with radium alone or in combination with external 
irradiation, and with primary surgery in several 
instances where cancer had not been diagnosed 
preoperatively. 

Residual tumor after intracavitary radium plus 
surgery was present in 21 long-term survivors (55%), 
and absent in 16 (45%). Presence or absence of 
residual tumor, often attenuated, was equally di- 
vided as far as the gradation of the tumor itself 
was concerned. Thus one-half of the long-term sur- 
vivors were managed successfully by this “planned” 
method of treatment, even with residual tumor 
present as noted. When there is a high index of 
suspicion because of postmenopausal bleeding and 
suggestive cytology, intracavitary radium sources 
have been introduced pending a four-hour perma- 
nent section report of the curettage. If the lesion is 
benign, the radium has been removed immediately; 
otherwise, cancerocidal dosage is estimated. Sur- 
gery should be the ultimate goal in corpus cancer 
therapy. If definitely contraindicated by a valid 
reason, intracavitary radium, alone or in combina- 
tion with external irradiation, can be used to ad- 
vantage as has been noted in certain of the long- 
term survivors. 

Conclusions 


Perseverance in the follow-up of treated cancer 
patients over a long period is necessary if an exact 
survival period is to be ascertained in contradis- 
tinction to commonly expressed survival rates. The 
“five-year cure” as a criterion in the results of treat- 
ment for uterine cancer is a fallacy. 

In the final analysis, the clinician’s problem still 
remains threefold—prophylaxis, detection, manage- 
ment—and the uterus is a favored site for positive 
and definitive action. Prophylaxis can be practiced 
in spite of varied and sometimes contradictory con- 
cepts of etiology and pathogenesis. The abnormal 
cervix can be managed with certainty, and atypical 
endometrial activity is readily subject to investiga- 
tion. 

The uterine cell test of Papanicolaou skillfully 
utilized can furnish prompt and valuable diagnos- 
tic leads from all areas of the uterus—and even 
from the adnexa at times. Subsequent critical eval- 
uation and/or substantiation of positive or sugges- 
tive smears is mandatory by the discipline of cervi- 
cal biopsies of various types and fractional uterine 
curettage. No wonder Paul Younge® entitled a 
pertinent article “Cancer of the Uterine Cervix—a 
Preventable Disease,” based on his wide and judi- 
cious experience, conservatively applied to the life 
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history of noninvasive malignant epithelium of the 
cervix, known as that frequently controversial le- 
sion, carcinoma in situ. 

The heated poker, used decades ago for the de- 
struction of exuberant cervical growths, gave way 
to Paquelin’s thermocautery, which Emmet used in 
the 1880's. Then came the heavy-duty cautery, em- 
ployed by many of us to correct abnormal cervices 
prophylactically even before routine cervical biop- 
sies and endothermic resections became the mode 
in addition to curettage. How many noninvasive 
lesions must have been destroyed thereby! ° 

With increasing knowledge of the “corpus cancer 
type,” it would seem logical to investigate such pa- 
tients, in the course of routine and periodical exam- 
inations that include the uterine cell test, by utiliz- 
ing the endometrial aspiration technique in addi- 
tion to vaginal and cervical smears. This prophylac- 
tic measure might well apply to the diabetic, obese, 
and hypertensive patient as well. The presence of 
fibroids, especially if symptomatic, calls for inquisi- 
tive vigilance lest an accompanying endometrial 
cancer be overlooked. 

There is nought on the horizon at present to in- 
dicate that any form of chemotherapy can replace 
present methods for the primary treatment of 
uterine cancer. Prophylaxis and prompt detection 
become the joint responsibility of every woman and 
her physician. 


255 S. 17th St. (3). 
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The most notable accomplishments in pediatrics 
have been in the care of infants and young chil- 
dren. There are many reasons for this. The health 
problems in early life, appearing to be more serious, 
have received the most attention; parents need ad- 
vice about young children frequently, and thus for 
them the parent-doctor relationship is more firmly 
established; and physicians by their training and 
experience feel confident in dealing with infants 
and toddlers. 

Since World War II the health of the school-age 
child has been given more and more consideration. 
A number of factors have combined to stimulate 
interest in the health of older children, the out- 
standing ones being advances in the medical care 
of the preschool-age group, increased emphasis on 
preventive medicine, the discouraging health con- 
ditions revealed by physical examinations of candi- 
dates for military service in World War II, mount- 
ing interest in improving physical fitness, and the 
modern educator’s broader concept of the school’s 
function in bringing the whole child to his fullest 
possible development in areas of his health, his 
personality, and his emotions, as well as in his aca- 
demic skills. 

Health programs in schools are certainly not an 
innovation, but until recently they have usually 
consisted of “line-up” inspections or brief exami- 
nations done in the schools. The principal emphasis 
has been on communicable diseases, posture ( par- 
ticularly flat feet), and whether the tonsils appear 
enlarged. This kind of health service has discovered 
few of the important health problems of these 
children, and little has ever been done about fol- 
lowing up the medical recommendations. 

From the older notion that health services in 
schools should principally be mass physical exam- 
inations there is now a change toward the opinion 
that the child’s own physician, who knows his his- 
tory and his family and can institute treatment 
promptly when indications are found, should when- 
ever possible provide the major part of health 
services in close cooperation with the school au- 
thorities. Although it is universally recognized that 
a child’s parents have the primary responsibility 
for his health, certain health services, such as pro- 
vision for first aid and emergency measures, first- 
hand observation of children’s behavior, health ed- 
ucation, and assistance in encouraging children to 
obtain recommended medical attention, will always 
be necessary in the school. As the school-age pop- 
ulation increases and knowledge of needed health 
services for this group grows, it is inevitable that 
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Realistically conceived health services for 
older children will focus attention on all the 
health needs typical of this age period, utiliz- 
ing up-to-date medical practices. Acute ill- 
nesses and serious diseases have their lowest 
incidence during the school years. The phy- 
sician’s challenge is the detection of any un- 
recognized illness so that the child may bene- 
fit from medical treatment before a real 
handicap develops. Health appraisals are 
wasted unless there is some follow-through 
on recommendations for treatment. Conti- 
nuity of health services, obtained best by 
periodic visits to the child’s own physician, 
is always necessary. 


practicing physicians will be called on more and 
more often to perform periodic health appraisals, 
to assist in solving scholastic problems, and to ad- 
vise about behavior disorders. There is no ques- 
tion about the advantages of a personal interview 
and physical examination in the office of a physi- 
cian who is a good doctor and a good listener, 
compared with the results of screening programs 
based on laboratory tests and hurried examinations. 


Essential Health Services 


What are the essential health services for school- 
age children? Realistically conceived health serv- 
ices for older children will focus attention on all 
the health needs typical of this age period, utilizing 
up-to-date medical practices. There is no problem 
in taking care of the specific complaints in this age 
group—the acute illnesses and the more or less 
chronic but familiar disorders which are not differ- 
ent from those of younger children or adults. It is 
on this basis that physicians have become accus- 
tomed to caring for the health of older children. 
Most would have to agree with Crothers’ chiding 
statement: “Pediatricians will have to admit that 
they accept the general thesis that all children 
who are not ill are identical with all equally healthy 
children of the same age and sex.” 

Acute illnesses and serious diseases have their 
lowest incidence during the school years. By this 
criterion there is little need for health services at 
this period of life. However, experience has shown 
that obvious need is not a sound basis for plan- 
ning health services for this age group. The real 
health problems of the school-age child today do 
not threaten his life or send him to the hospital 
and seldom cause absence from school. Health im- 
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pairments which can interfere with growth devel- 
opment and education may not produce symptoms 
sufficient to cause the child or his parents to think 
of seeking medical attention. Thus, periodic ex- 
aminations at least every three or four years are 
advisable in addition to medical attention when 
specific problems arise. 

Unquestionably, it is more difficult to examine an 
individual for a routine health appraisal than for 
a specific complaint. Here is the opportunity for 
physicians to develop the meaningful health serv- 
ices which schools have tried ineffectually to pro- 
vide in the past. 

There are many opportunities for preventive 
medicine in caring for school-age children. The 
scope of preventive medical services is increased 
by thinking of these services as primary, or those 
which prevent illness, and secondary, or those 
which limit the further progression of disease al- 
ready present. 

The most significant primary preventive meas- 
ure is immunization against contagious diseases, 
and this is essential, regardless of age, during child- 
hood. Normally, or perhaps ideally, the initial or 
basic series of conventional immunizations would 
have been administered years before entrance to 
school, and stimulating or booster doses only would 
be required during school years. Children who 
have not already been immunized should be pro- 
tected at once against smallpox, diphtheria, per- 
tussis, tetanus, and poliomyelitis. If the child has 
had the basic series during his preschool period, a 
stimulating immunization against smallpox, diph- 
theria, tetanus, and pertussis should be given on 
entrance to school and, except for pertussis, every 
three years thereafter. As yet, there has been no 
recommendation for additional boosters of polio- 
myelitis vaccine after the third dose, which is us- 
ually given seven months after the two primary 
inoculations. 

There are other preventive measures of cardinal 
importance to children of school age. Dental caries 
affects about 90% of the school-age population. 
Tooth decay is so universal that ordinarily it is 
more reasonable for the physician to refer children 
to their dentist for semiannual examinations than 
to decide himself whether treatment is necessary. 
Caries that can be seen could have been detected 
earlier by dental x-rays and treated. However, 
in that important part of medical services, health 
counseling, topical applications of sodium fluoride 
should be advised in any community that does not 
obtain a sufficient amount through its water supply. 

Even during school years attention to nutrition 
is important. A proper diet and supplementary vi- 
tamins are as essential to growth and development 
throughout the school years as in infancy. The 
nutritional problem of obesity is often more fre- 
quent than undernutrition, and treatment requires 
more medical acumen and counseling than in the 
latter condition. 
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Rheumatic fever is considered to be uncommon, 
but still about 1% of school-age children have clin- 
ical evidence of rheumatic heart disease. This is a 
disease that can be prevented by adequate treat- 
ment of streptococcic respiratory disease. 


The Role of the Physician 


Broad interpretation of the scope of preventive 
medicine implies the importance of early detection 
and treatment of illnesses which would result in 
permanent impairment if permitted to progress. 
Effective preventive measures of this sort require 
prompt recognition of health disorders so that cor- 
rective measures may be taken while disability is 
still minimal. The physician’s challenge is the de- 
tection of any unrecognized illness so that the 
child may benefit from medical treatment before 
a real handicap develops. There are millions of 
children in this country with defective vision, im- 
paired hearing, imperfect speech, and nutritional 
disease which could be corrected before health 
or school work suffers. Many times symptoms are 
present but may not be mentioned because children 
and their parents are not aware of their significance. 
Furthermore, there are additional thousands of 
children who have obvious handicaps but for 
whom no adequate treatment has ever been sug- 
gested. Thus, children with cerebral palsy, epilepsy, 
birth injuries, orthopedic disorders, skin diseases, 
and congenital heart disease can be helped to at- 
tain optimum health by medical advice. 

Physical disorders are not the only ones which 
are responsive to treatment in the early stages. The 
physician who is alert to the varied problems of 
school-age children can usually detect or elicit 
symptoms of emotional or scholastic difficulties be- 
fore they become sufficiently advanced to cause 
lasting effects. The older child’s physician should 
also be mindful of those seemingly trivial disorders 
which often bother youthful patients excessively 
and, by adult standards, unjustifiably. Thus a phy- 
sician’s recognition and sympathetic discussion of 
acne, unusually late or early maturation, obesity, 
marked deviation in height, or even malocclusion 
of the teeth will often lead to treatment of a con- 
dition that otherwise might never be mentioned, 
and certainly the child’s understanding and accept- 
ance of the condition will be improved by his doc- 
tor’s interest. An adolescent typically wants to be 
just like other boys or girls of the same age, and 
variations which are not really significant in a med- 
ical sense are very important to them, often be- 
coming a source of anxiety which can be dispelled 
by explanation or by treatment if indicated. 

Physical fitness of the youth of the United States 
is a subject of considerable interest and discussion 
at the present time. As usually interpreted by non- 
medical persons, physical fitness means physical 
perfection, maximum strength and suppleness, and 
vast endurance. In what seems a more realistic 
understanding of physical fitness, there is implied 
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an individual’s optimum ability to perform the 
tasks which are necessary for him. In other words, 
fitness is the achievement of one’s own potentiality. 
Thus a child with an obvious or severe physical 
handicap can still achieve physical fitness if maxi- 
mum efficiency is developed for tasks reasonably 
within the child’s capabilities. It is not unusual for 
physicians to be called on to certify children for 
athletic competition. Appraisal of the capabilities 
and fitness of every child for his scholastic tasks, 
for competitive play with other children, and for 
carrying out the everyday activities of all children 
is equally important. Every child should be 
thoughtfully considered with regard to his fitness 
for peak performance within his limitations. 

Health appraisals are wasted unless there is some 
follow-through on recommendations for treatment. 
There is no benefit in knowing which children may 
be expected to grow up with physical or psycho- 
logical handicaps unless this knowledge is utilized 
at once to improve the situation. It is generally be- 
lieved that one or both parents should be present 
when children under the age of 14 years are ex- 
amined. It is natural for adolescent children to pre- 
fer being on their own, and they are usually more 
cooperative when granted this independence in get- 
ting medical attention. They want independence 
from their parents as well as the status with their 
peers that this self-sufficiency can bring. In either 
case it is the responsibility of the physician to ex- 
plain carefully any health problem which has been 
discovered, to help in planning ways to secure the 
recommended medical care, and to check at a later 
date to see whether some action has been taken. 
In the case of younger children this will be accom- 
plished directly with the parent. With adolescent 
children the initial explanations and recommenda- 
tions should be made to the child with the under- 
standing that the parents will be notified. Parents 
should be brought into planning immediately if the 
child wishes and certainly at a later date if no fol- 
low-up action is taken. 

One of the chief advantages of having the child’s 
own physician assume responsibility for periodic 
examinations is that the chances of having recom- 
mendations carried out are considerably improved 
when the problem can be seen by the parent and 
explained by the physician and when plans for 
treatment can be discussed.* 


The Role of the School 


What can schools do to help in health services? 
With the interest that today’s teachers have in the 
health and welfare of their pupils, providing ef- 
fective health services for school-age children can 
best be a cooperative undertaking involving par- 
ents, physicians, and school personnel. With young 
children, the “team” consists of physician and par- 
ents; this is especially so because of the acute or 
primarily medical nature of health problems in the 
younger age group. Older children are not family- 
centered, and there are people in the schools and 
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other organizations in the community who can con- 
tribute to health supervision; they too need to 
understand the health status of the children with 
whom they associate. Teachers can assist by always 
being attentive to symptoms suggestive of ill health. 
In reality, teachers during many hours of the day 
are “proxy parents” and can give valuable assist- 
ance in early detection of illness. 

School nurses or specially trained teachers can 
also perform an important function by carrying out 
some screening tests for visual and hearing acuity, 
since these procedures can usually be done more 
efficiently at school than in a physician’s office. 
However, the selection of tests and the manner in 
which they are given should be the responsibility 
of the medical profession in each community. 

Good health services for school-age children re- 
quire teamwork, and this means good communica- 
tion between physicians, parents, and school per- 
sonnel.* Even though a child comes alone to the 
physician, he cannot be separated from his family 
and the community. Parents should be advised con- 
cerning the state of the child’s health, what needs 
to be done, and the reasons for treatment. Teach- 
ers need to know when the child’s physical condi- 
tion may be expected to affect his school program. 
This subject always brings up questions about the 
amount of “privileged information” which can be 
transmitted by a physician. Teachers and nurses to- 
day are much better prepared in their professional 
education to deal with confidential information, 
but, when a physician has any question about the 
propriety of making specific information known, 
he should proceed on the basis that facts are not as 
important to school personnel as is the advice that, 
for medical reasons, a child who has specified phys- 
ical or emotional limitations should be seen by his 
physician at prescribed intervals and should have 
a modified program of activity. 

Conclusions 

Continuity of health services is always necessary. 
The child’s physician, who will be called on with 
increasing frequency for medical examinations, ad- 
vice, and treatment, will always be the connecting 
link between medical services, the child’s family, 
and the community organizations, of which the 
school is the most important. This is a role physi- 
cians should welcome, for it improves on the older 
concept of overly developed health services in the 
schools. However, this responsibility cannot be met 
without an understanding of the physical and emo- 
tional problems of school-age children. 

561 S. 17th St. (5). 
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The concept of the “total child” is an accepted 
philosophy in the practice of pediatrics. The med- 
ical adviser today cannot be satisfied merely with 
the child’s being well; he must be concerned with 
the well-being of the child. The physician is no 
longer merely a dispenser of health services; he is 
also an educator in health for his young patients 
and for their parents. Health education and health 
service start in the nursery. When the child enters 
school the physician surrenders none of his respon- 
sibility. Instead, he and the parents are joined by 
the classroom teacher, the school nurse, and other 
school health personnel in a continuing program 
of health education and health supervision, Ideally, 
the physician enlarges his area of influence to be- 
come a health adviser to the educators, while at 
the same time he learns some of their problems of 
education so that teacher and physician can work 
as a team in maintaining and improving the health 
of children.’ As the child’s spheres of interest 
develop, his community activities claim the at- 
tention of the physician with the added responsi- 
bility of serving as a medical adviser in community 
recreational and sports projects. The literature con- 
tains many excellent reports and studies to guide 
the physician in this broad area.* 


Need for Athletic Play 


Nowhere is the need for medical guidance and 
cooperation greater than in the problems con- 
nected with the participation of children in com- 
petitive athletics. Everyone agrees that competition 
is essential in the growth and development of 
children into well-balanced, responsible adults. But 
there is a distinct difference of opinion as to the 
level and intensity of competition in which chil- 
dren should engage at the various stages of their 
development. The most vehement arguments cen- 
ter on the question of athletic competition for 
children under 13 years of age. Unfortunately, 
much of the argument has been on an emotional 
rather than an intellectual basis. While the lines 
have not been too clearly drawn, on cone side are 
those who, while believing thoroughly in competi- 
tion, would place certain limitations on the in- 
tensity and scope of competitive athletics for young 
children; in this group are the majority of educators 
and physicians who have studied the issue. On the 
other side are those who maintain that highly 
organized, highly competitive, “varsity-type” ath- 
letics are a desirable activity for children in their 
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COMPETITIVE ATHLETICS FOR PRE-TEEN-AGE CHILDREN 
A CHALLENGE TO PHYSICIANS 


John L. Reichert, M.D., Chicago 


Opinions differ as to the intensity of com- 
petition that should be allowed to develop in 
athletics for children under the age of 13. A 
child induced to participate in highly com- 
petitive sports that imitate adult patterns is 
subjected to severe physical and emotional 
strains, and these sometimes profoundly af- 
fect his subsequent physical growth and so- 
cial development. Especially in interscholastic 
and intercommunity championship games, 
with uniforms, parades, prizes, and publicity, 
and with the possibility of vicarious glorifica- 
tion of parent and school, the psychological 
responses of all concerned can be abnormal 
in many ways. In the case here described a 
boy managed to conceal from parents and 
coach a week-old subluxation of the first 
cervical vertebra as well as an older, par- 
tially healed fracture of the seventh cervical 
vertebra. Competition must be recognized as 
normal and desirable in growing children, 
but it must be kept within bounds. Eleven rec- 
ommendations are here made as a means of 
giving pre-teen-agers most of the advan- 
tages and a minimum of disadvantages in 
athletic programs. 


early school years; this group consists largely of 
sports promoters, professional athletes, sports fans, 
and some coaches. Between the two groups are the 
parents. Some, with a natural ambition to develop 
an athletic star in the family, are drawn to the 
side of highly organized pressure programs of 
athletics; others, concerned primarily with the 
safety of their children, move toward the opposite 
camp. 

Children’s athletic programs can be classified 
into four groups: (1) those that are a part of the 
regular school curriculum; (2) those outside the 
school curriculum but a part of community recrea- 
tion programs; (3) those organized under inde- 
pendent, special interests related to specific sports 
or to specific sponsors; and (4) unorganized, 
pick-up activities, such as “sandlot” and “scrub” 
games. While athletic programs in schools are more 
easily regulated, the essential problems of juvenile 
athletic competition are common to all types of 
programs. The problems are most apparent in the 
third, and most rapidly growing group. For ex- 
ample, one of these, Little League Baseball, has a 
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membership of over 750,000 children. About 4,000 
Little League baseball games are played every day 
within the specified season.* 


Arguments for Competitive Athletics 


In considering the arguments for and against 
highly organized, high-pressure competitive ath- 
letics in or out of school, it must be remembered 
that the problem is here limited to children under 
13 years of age. The proponents commonly main- 
tain the following arguments: 1. Competition as 
a part of life must be taught to children during 
their formative years, and a highly organized pro- 
gram of intercommunity or interscholastic competi- 
tive athletics, patterned after that of older groups, 
is an essential means of doing this. 2. Physical 
injuries and emotional disturbances sustained in 
such a program can be insignificant with intelligent 
adult supervision of the program. 3. Children en- 
gaged in competitive athletics are more physically 
fit, more poised, more relaxed, more confident, and 
in general superior both as children and as adults 
to those whose athletic activities are noncompeti- 
tive. 4. Children of all ages will instinctively en- 
gage in competitive athletic activity, especially in 
body contact play, such as boxing, “wrastling,” 
and bare-hand fighting, with no holds barred, and 
to minimize the dangers of such activities, it is 
better for adults to organize and direct them. 
5. Competitive athletics at this age can act as a 
feeder program to college and professional sports. 
6. Competitive athletic programs promote good 
public relations for the school and for the com- 
munity. 

Before stating the answers that most parents, 
educators, and physicians would give to these 
statements, it would be well to define what is meant 
by highly organized, highly competitive athletics. 
This includes sports which are played by teams 
that have been developed through a series of elim- 
ination games and which represent a school or a 
community in championship schedules of inter- 
school, intercommunity, regional, or national games 
or tournaments. The reverse of this system consists 
of many teams in a sport or game, involving many 
children in a school or community, with athletic 
activity confined to the school or to the community. 
Highly competitive athletics has been defined by 
the school health committee of the American Acad- 
emy of Pediatrics‘ as competition in which the 
chief stress is placed on winning, with excessive 
emotional pressures applied by teachers, parents, 
and others, and with parental interest going to the 
point of expressing undue concern over winning. 

In reviewing the work reported in the literature, 
one is impressed by the number of writers who 
group all sports in the same category. The same 
criteria for avoiding injury, exhaustion, and abnor- 
mal bone and muscle growth cannot be applied 
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equally to body-contact and non-body-contact 
games, nor can they be transferred without modi- 
fication from any one sport to another. This, to- 
gether with a failure to designate clearly the age 
group under discussion, has led to much unneces- 
sary misunderstanding and argument. Such a lack 
of definitiveness is difficult to avoid because of the 
limitations of time and space. One is also impressed 
by the number of studies in which medical prob- 
lems are investigated by students without a medical 
background. Many of these studies could be im- 
proved through medical consultation and coopera- 
tion. This is not so much a criticism of the 
researchers as it is a pointed suggestion that more 
physicians should be interested in making such 
studies. With these points in mind, let us consider 
the arguments of the proponents. 


“Competition is a Part of Life” 


No informed person will deny that competition is 
an essential part of every child’s education and 
growth. But it is equally true that competitive 
drives must be allowed to develop normally and not 
be overstimulated or suppressed, so that as the 
child matures competition and cooperation are 
balanced forces in his personality. A child can best 
be developed in respect to posture, coordination, 
strength and control, and emotional balance by a 
process of gradual training during the years of 
physiological immaturity, not by the forced develop- 
ment of special skills.” B. L. Johnson® of Fresno 
State College, in an experiment on exercise with 
59 junior high school boys, found that they worked 
harder when put under competitive conditions 
but that their output was not significantly greater 
than the boys who were not so motivated. In fact, 
the added stimulus sometimes reduced the achieve- 
ment. The competitive group, moreover, showed a 
slower recovery from heart and blood vessel strain 
than did the control group. In addition, nausea de- 
veloped in 37% of the subjects in the motivated 
group either during the exercise or during the 
period of recovery, but only one case of nausea 
occurred in the group not under conditions of com- 
petition. An extensive study of Cleveland junior 
high school boys by Rowe’ showed that a group 
competing in highly competitive interscholastic 
athletics did not gain as much in height, weight, 
and lung capacity as did a comparable group of 
boys in the same school who were participating in 
a good program of physical education and intra- 
mural athletics. 

Physicians least of all want to eliminate competi- 
tion from the lives of boys and girls. Physicians are 
not afraid of children being hurt physically or 
emotionally if the end-result is one that is of 
benefit to the child. It is done deliberately when 
their systems are subjected to vaccines and toxoids 
and when they are allowed to extricate themselves 
from emotional or social stresses in which they 
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have become involved and which are not beyond 
their emotional maturity to cope with. But if they 
are to suffer such insults, these insults should be 
of the kind that will strengthen them, not those that 
will permanently harm them." Johnson’s study sug- 
gests that the stress of strong competition does not 
improve skills or promote an increased capacity for 
performance. At times it seems to have an opposite 
effect, but more investigation under controlled con- 
ditions is necessary to clarify this. Until such stud- 
ies have been made, one must doubt the claim that 
the stress of competition promotes optimum growth 
and development. The preponderance of opinion is 
in favor of limiting competition in prepubescent 
youth to intramural sports programs.° 


“Injuries Can Be Insignificant” 


The statement, “Injuries can be insignificant with 
adequate and intelligent adult supervision,” con- 
tains a number of fallacies. Preadolescent and 
adolescent children are in a vulnerable age. During 
this age there are periods of rapid growth, with 
temporary maladjustments and weaknesses. For ex- 
ample, bone growth at this age is more rapid than 
muscle development, so that temporarily the bones 
and joints lack the normal protection of covering 
muscles and supporting tendons. During these pe- 
riods, the child is particularly susceptible to disloca- 
tions of joints and to bone injuries, especially to 
the epiphyses. There are injuries which can cause 
permanent damage and can interfere with normal 
growth. Dr. C. L. Lowman'® polled about 400 
orthopedists on this point. About 75% of them 
agreed with a statement made by the state direc- 
tors of health, physical education, and recreation 
to the effect that interscholastic athletic competi- 
tion was not good for young adolescents and that 
body-contact sports should be eliminated. Most 
of the other 25% qualified their answers so as prac- 
tically to rule out this type of athletics as it is now 
being practiced. Fait,'' on the other hand, reported 
that he had surveyed the opinion of a group of 
orthopedic surgeons and found that only 14% be- 
lieved that junior high school students were so 
susceptible to epiphysial injuries that the physical 
education and athletic programs for this group 
should differ drastically from the activities offered 
in the high school program. However, his ques- 
tion was so phrased that the physicians questioned 
were required to state whether they thought these 
sports should be modified for younger children. 
This is really a nonmedical decision on which it is 
difficult for the physician to give an authoritative 
opinion. 

Violent and sustained exercise and the bruising 
and fatiguing activities of strenuous competition 
are believed by many authorities to throw a dam- 
aging overload on the immature heart, lungs, or 
kidneys. Often the damage is not evident at the 
time but manifests itself weeks or even years 
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later.'* Evidence to the contrary that I have found 
in the literature is not well controlled and is not 
impressive. 

Another type of damage is more subtle. In de- 
veloping skill in a particular sport, the child de- 
velops some sets of muscles more than others. As a 
general rule, strenuous athletics tends to strengthen 
flexor muscles at the expense of extensor muscles. 
This leads to a shift in stress and weight bearing, 
which in turn affects the development of the bones 
to which the muscles are attached. These abnormal 
changes in bones occur according to what is well 
known to physicians as Wolff's law (a bone changes 
its internal architecture and external shape accord- 
ing to the way in which the weight is borne or the 
stress is applied; in other words, all changes in the 
function of a bone are attended by definite altera- 
tions in its internal structure). The end-result can 
well be poor posture which in turn may result in a 
skeletally malaligned individual. 

Foster ‘* reports 14 cases in which fractures oc- 
curred among high school athletes but in which 
the diagnosis was not made until x-rays revealed 
that such an injury had occurred. Many of these 
fractures had been concealed by players because 
of the feeling that they might be accused of being 
“sissies” by their coaches or fellow players. Most 
of the fractures occurred in the hands, wrists, 
forearms, feet, ankles, and lower legs. Consider the 
hazards of permanent deformity in unreported frac- 
tures involving the growing ends of long bones. 
Hibbert ** reports after extensive study of high 
school football injuries that one out of every five 
participants will sustain an injury. Of those in- 
jured, one out of five can expect a fractured bone. 
It is widely recognized that the younger and 
“greener” the boy, the greater the probability and 
extent of the injury.’** The following case in point 
is reported from my practice. 

A 12-year-old postpubescent boy bumped heads violently 
with another player in the tryouts for a junior high school 
football team. He concealed the fact of a painful neck 
which lasted for two weeks, and continued playing on the 
team. Six weeks later he had a similar collision and devel- 
oped a wry neck, which he concealed for one week, and 
continued to play football every school day. Because of 
continued pain, he finally admitted his disability to his par- 
ents. I saw him one week after the second injury. On x-ray 
examination (fig. 1), he had a subluxation of the first cer- 
vical vertebra and an older, partially healed fracture of the 
seventh cervical vertebra. After six weeks in traction, he 
made an uneventful recovery with no residual neurological 
findings. 

There is a definite possibility of paralysis or 
death in injuries of the type reported above. How- 
ever, the dangers of high-pressure athletics are not 
limited to physical injury alone. Strong emotional 
reactions are too often engendered by high-pressure 
competitive games, especially by intercommunity 
or interscholastic schedules and championships. 
Such a response occurs not only in children but 
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also in adults—parents, teachers, coaches, and spec- 
tators. These exaggerated reactions can lead to ab- 
normal psychological responses, both in parents and 
in children, in many ways. The hero worship of 
the star, the sense of failure in the boy who does 
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Fig. 1.—A, lateral subluxation of C-1 on C-2 with misalign- 
ment of odontoid process and facets in 12-year-old boy 
injured in football game. B, partially healed fracture of the 
body of C-7 and loss of normal cervical lordosis in same 
boy. 


not make the team or who fails to make the crucial 
point in the game, the obvious disappointment of 
the parent when the boy fails or the excessive pride 
and praise when he wins, the apparent difference 
in social acceptance by playmates and adults be- 
tween the winners and the losers—all these can 
have a profound effect on a child’s emotional de- 
velopment and social adjustment. 

Many of the harmful results engendered by 
highly competitive sports are due to the fact that 
they are organized on an adult level. The parades, 
uniforms, prizes, and general spirit of a Roman 
holiday presumably glorify the child. But these ex- 
hibitions are actually aimed at the parent, who is 
vicariously glorified, an experience he may have 
craved but missed in his childhood. 

One observer has taken the pulse and respira- 
tions of the father of the pitcher of the winning 
team and of the coach at the end of a World Series 
game and has found them to be higher than those 
of the boy who pitched the game. 

Much of the injury, both physical and emotional, 
could be avoided if the opponents were equally 
matched. Matching by chronologic age or by size 
is not adequate. During this age span * there are 
wide variations in the rate of physical and emo- 
tional maturation (fig. 2). The studies of Pryor 
and Smith'® show the difference in size, body 
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build, and physiological maturity that can exist 
between girls of the same chronologic age. They 
have also demonstrated the wide differences in 
achievement between the lateral and the linear type 
of girl of the same age (fig. 3). Although there is 
a difference in time as to maturation in boys and 
girls, the same physiological principles apply to 
boys at a somewhat later age. Two 12-year-old 
boys who are well matched as to height and build 
may be years apart in their physical development 
and stamina and, perhaps more important, in the 
maturity of their judgment. The immature boy is 
no match for his more mature opponent. Not only 
is he more likely to lose but also he can be badly 
injured in the process. A striking example of this 
was demonstrated in a recent study by Hale.'® He 
found that the majority of boys who played in the 
1955 Little League World Series, boys of 10, 11, 
and 12 years, were adolescent and, not as their 
chronologic age would indicate, preadolescent. In 
other words, in the elimination games the tendency 
was for the more mature boys to win out over the 
immature ones. It is gratifying to know that so 
large a boys’ organization recognizes the lack of 
correlation between chronologic develop- 
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Fig. 2.—Lateral and linear body structures in girls of 
same age. 


mental age. On the other hand, one wonders about 
the effects on all of the preadolescent boys who 
went down to defeat as the members of the world 
series team climbed to stardom. 

There are several technical methods of judging 
the developmental level of the child. Shaffer "’ 
classifies boys as prepubescent, pubescent, and post- 
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pubescent, depending on the presence or absence 
of pubic hair and the amount of kinking or curl- 
ing of the hair (the Crampton test). This is a 
good measure of sexual development, but in my ex- 
perience there is not enough correlation with the 
stage of intellectual or emotional maturity to make 
it useful as a matching test. It has been suggested ° 
that bone age, as determined by x-rays of the carpal 
bones, be used as a guide. This would probably 
have the same limitations as the Crampton test. 
Furthermore, until the question of the danger of 
excessive radiation exposure in the age of nuclear 
fission has been settled, it would be unwise to in- 
stitute an additional mass x-ray program. 

The boys most likely to be picked for a football 
team, particularly the linemen, are usually the tall- 
est and heaviest. These “fast growers” may be the 
least mature physiologically and emotionally and 
consequently the least able to stand up under 
bruising contact sports. I know of no test or set of 
tests as yet developed, applicable for use in the gym 
or athletic field, which will measure the level of 
a preteenage child’s physical and emotional ma- 
turity with sufficient accuracy to match him safely 
for strenuous athletic competition. 

Adequate and intelligent leadership is, of course, 
of primary importance. The qualifications of lead- 
ers have been outlined in the Fourth National Con- 
ference on Physicians and Schools.” Besides the 
technical qualifications which the conference advo- 
cated, good leaders understand the needs and de- 
sires and the limitations of growing children. They 
have a sound knowledge of physiology and of child 
(and parental) psychology, and they can at least 
partially match the participants. Unfortunately, 
such leaders are less likely to be available for ele- 
mentary schools or for community groups, espe- 
cially in rural areas and in the smaller towns. Men 
and women with these qualifications are quickly 
drawn into more lucrative positions in larger cities 
or in high schools, colleges, or professional ath- 
letics, leaving the younger children with a series of 
promising but relatively inexperienced coaches. The 
value of having medical counsel available in these 
situations is apparent. 


Health of the Child 


“Boys engaged in programs of competitive ath- 
letics are healthier than those not in such pro- 
grams.” I know of no sound evidence to substantiate 
this statement. On the contrary, there is evidence 
to refute it. Seymour"* of Springfield College, 
Mass., studied 114 boys from five Little Leagues in 
and around Atlanta, Ga., and compared them with 
the same number of nonparticipating boys. He 
found no significant difference in problems, needs, 
or behavioral pattern between the two groups, ex- 
cept that the participants scored significantly 
higher acceptance by their peers. Fait *’ reported 
that a study of two comparable groups of junior 
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high school boys (one group participating in inter- 
scholastic sports and the other not participating ) 
showed that growth in height was the only sta- 
tistically significant difference between the two 
groups, and this difference was in favor of the non- 
athletic group. This is probably significant when 
one considers that, generally speaking, the athletic 
type of boy is larger and/or has more physical 
ability and that subsequent improvement might be 
expected to be greater in this group even if they 
had not participated in athletics. 
Instinctive Play 
The sudden violent contact ot two young boys to 


“wrastle,” slug, or otherwise maul each other is 
usually an expression of the normal paroxysmal 
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Fig. 3.—Comparison of strength tests in girls with lateral, 


linear, and intermediate builds. Note variation in strength, 
especially in the preteen and early teen years. 


surge of energy seen in all growing animals. Such 
contact serves as a release of excess energy and 
lasts only until it has accomplished its purpose. 
Unless one of the children is a bully, it usually 
stops short of any injury. If one of the boys is a 
bully or if such activity involves a group and de- 
velops into an organized sport, such as tackle foot- 
ball or any other form of mass tackling, it ceases 
to be harmless or desirable. It then becomes the 
duty of the adults responsible for the children’s 
activities, parents or physical educators, to direct 
the children to more appropriate, safe, and bene- 
ficial outlets for the needed expenditure of their 
abundant energies. This does not eliminate training 
in football as an activity for these children. Ander- 
son,'* football coach at Holy Cross and formerly 
at lowa University, has pointed out that touch foot- 
ball for immature children probably provides a bet- 
ter training program for future football skill than 
does tackle football. (About 60% of all injuries oc- 
curring in tackle football occur while tackling or 
being tackled.*° Such injuries, of course, should be 
eliminated with adequately supervised touch or 
flag football. ) 
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“Professional” Preparation 


“Competitive athletics at this age develops col- 
lege and professional stars.” While this may occur 
in some instances, it is more common to find that 
a boy who is a star at 12 years of age is fed up 
with the sport at 16 or before. He has already “had 
it,” and the sport has nothing more to offer. This 
is fortunate for the boy. It is difficult for an indi- 
vidual who has been a star athlete from the age of 
12 through college not to develop a warped sense 
of values and an unrealistic concept of the type 
of economic and social competition he will en- 
counter after college. 


“Good Public Relations” 


The last point, that “competitive athletics pro- 
duces good public relations” needs only the com- 
ment that the school, the community—and the 
sponsor—should find other means of advertising 
than the exploitation of children. 


Recommendations for an Athletic Program 


I would like to submit 11 recommendations as a 
means of giving preteenagers most of the advan- 
tages and a minimum of the disadvantages in ath- 
letic programs. 

1. Competition is an inherent characteristic of 
growing, developing children. Properly guided, it 
is beneficial and not harmful to their development. 

2. Children should have an opportunity of de- 
veloping skills in a wide variety of individual and 
team activities. A sound athletic program in schools 
should include competitive and noncompetitive 
sports and play activities. 

3. Athletics should offer opportunity for all of 
the children in the school to participate in some 
phase of the program. Many teams are better than 
a few teams. At this age, the “star” system is bad. 

4. Opponents should be matched as carefully as 
possible as to their physical and emotional level of 
development, as well as to their age, size, and body 
build. The sports and other activities selected 
should be those appropriate for their capacities. In 
many instances this requires the judgment of a 
physician as well as a coach. 

5. Body-contact sports, particularly tackle foot- 
ball, boxing, and wrestling, are dangerous at this 
age. Touch and flag football are safe games if 
properly supervised. 

6. The best possible leadership should be ob- 
tained; volunteers, however well intentioned, 
should work under professional supervision. Par- 
ents should have a voice in the policies and ad- 
ministration of the program. 

7. All competitive athletic programs should be 
organized with the cooperation of local medical 
organizations. All children should have a thorough 
physical examination before entering the program 
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and at specified intervals during the program. 
There should be continuous medical supervision 
and individual attention for such factors as injury, 
response to fatigue, individual emotional needs, 
and undue emotional strain. Ideally, a physician 
should be in attendance at all games. A minimum 
requirement should be that he be quickly avail- 
able. The medical group should be responsible also 
for teaching health observations to teachers and 
coaches. (A detailed plan of medical supervision 
for athletic events has been adopted by the Na- 
tional Joint Committee on Standards for Boy’s Ath- 
letics and endorsed by the Joint Committee on 
Health Problems in Education of the National Edu- 
cation Association and the American Medical As- 
sociation.*') Through their role as medical advisor, 
physicians have been led into important research 
in this field. Some have also developed an interest 
which has resulted in their distinguished participa- 
tion in a variety of sports.”° 

8. Regularly scheduled interschool and intercom- 
munity contests are not recommended for this age 
group; neither are state, regional, or national tour- 
naments or the bowl, charity, or exhibition type of 
games. Commercial exploitation in any form is un- 
equivocally condemned. 

9. Any athletic program should be so designed as 
to be of educational as well as recreational value. 

10. Provision should be made to include in some 
phase of the program the child who is either phys- 
ically or psychologically handicapped. This often 
requires the active cooperation of private physicians 
and other specialists. 

11. Qualified professional leadership should be 
supplied. It should be such that highly organized, 
highly competitive programs are avoided. The pri- 
mary consideration should be a diversity of whole- 
some childhood experiences. 

A community program should also be based on 
the same principles. It should be entirely volun- 
tary, without undue emphasis on any one sport and 
without undue emphasis on winnning. Here again, 
many teams are better than one. 

In making these recommendations, I have drawn 
freely from a number of publications, particularly 
the Report of the Joint Committee on Athletic 
Competition for Children of Elementary and Jun- 
ior High School Age,” the five national conferences 
on physicians and schools,”* and a report of the 
Committee on School Health of the American Acad- 
emy of Pediatrics.‘ Some of these points may be 
argued. But they represent the considered judg- 
ment of the majority of capable professional edu- 
cators and physicians who have studied the 
problem. Until continued and comprehensive ob- 
jective research has finally settled the points in 
question, the burden of proof rests with those who 
disagree. 
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Summary 

It is apparent that today’s athletic programs 
suffer from a lack of competent medical advice and 
supervision. More objective and qualified medical 
research is needed. More doctors, interested in 
children and informed on the basic facts of juvenile 
athletics, are needed to provide medical super- 
vision for school and community athletic programs 
for preteenagers. If we as physicians are to work 
toward our stated goal of leading children to se- 
cure, responsible, and well-adjusted manhood and 
womanhood, here is an area where we must get in 
and pitch. 

1791 Howard St. (26). 


Figures 2 and 3 are reproduced with permission from 
Journal of Pediatrics (143:610-617 [May] 1939). 
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many investigators to accept viruses as etiological agents for animal cancers 


V nny i AND CANCER.—! continue to be amazed at the willi.gness of so 


and their unwillingness to consider them of potential etiological importance 


in cancers of man. It should be recognized that cancer is a biological and not a 
uniquely human problem. Basic biological phenomena generally do not differ strik- 
ingly as one goes from one species to another and I regard the fact, now proved 
beyond contention, that viruses in the form of specific nucleoproteins can cause can- 
cer in animals to be directly pertinent to the human cancer problem. I believe that 
the time has come when we should assume that viruses are responsible for most, if 
not for all kinds of cancer and design and execute our experiments accordingly. Can- 
cer is basically a problem in growth and there is no reason to believe the growth of 
most human cells is different basically from the growth of most animal cells. Accept- 
ance of the viral etiology of human cancer as a working hypothesis will involve a 
marked change in attitude on the part of many investigators, but this will be neces- 
sary if the right approach and the right design of experimentation are to result. 
What we do in the laboratory depends in large measure upon what we think.— 
W. M. Stanley, The Potential Significance of Nucleic Acids and Nucleoproteins of 
Specific Composition in Malignancy, Texas Reports on Biology and Medicine, Fall, 
1957. 


In the past two years we have studied a large 
group of children with school adjustment prob- 
lems. The children have come with problems of 
failure in class, specific reading and speech dis- 
turbances, and personality difficulties while in the 
school. The diagnostic procedures have consisted 
of (a) pediatric, neurological, and psychiatric ex- 
amination, (b) specific reading, speech, and in- 
telligence testing, and (c) electroencephalographic 
determinations. Almost without exception, the chil- 
dren have presented a definite clinical picture 
which, besides the specific school problem, has 
included hyperirritability, anxiety, fright at situa- 
tions which are normal for other children, failure 
to adjust to their associates in school, disobedience, 
temper tantrums, and, in many cases, bizarre be- 
havior. Their school behavior has been such that it 
was not possible for them to integrate into a normal 
school routine. Etiologically, they showed a pre- 
ponderance of birth injuries or severe postnatal 
infectious disorders, such as encephalitis, or severe 
cerebral episodes connected with the acute exan- 
themas or postnatal trauma to the central nervous 
system. In some instances, no etiological reason 
could be found for the child’s difficulty. In many 
cases a severe psychiatric disturbance existed in the 
parents. Sources of referral of these children in the 
main has been from private physicians, but some 
came from a local college reading and speech clinic 
and some came from the public school system. 


Diagnostic Observations 


Pediatric Examination.—Pediatric examination in 
the main revealed only one or two interesting 
points. Many of these children have mixed domi- 
nance, that is, they are either left-eyed and right- 
handed or vice versa. However, this mixed domi- 
nance has beeen accompanied by strephosymbolia 
in only a few of the children. A small percentage 
showed neurological findings of a localizing nature, 
such as spasticity, choreoathetosis, paresis, and ocu- 
lar muscular defects. In the main, however, the vast 
majority of these children have been normal on 
physical examination except for the almost univer- 
sal hyperactivity and excessive pressure of speech, 
anxiety, and fright in the examining situation. The 
children all appeared immature in their reactions. 
This clinical picture, once observed, is so striking 
as to be almost diagnostic of the child’s difficulties 
before any history is taken. 


Read before the Section on Pediatrics at the 106th Annual Meeting 
of the American Medical Association, New York, June 5, 1957. 
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SCHOOL ADJUSTMENT PROBLEMS 
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The statistics of a public school system 
showed that 5% of the children failed in a 
given year. In some instances no reason could 
be found for the difficulty, but in general 
there was a preponderance of birth injuries 
or severe postnatal infectious disorders, such 
as encephalitis, or severe cerebral episodes 
connected with the acute exanthemas or 
postnatal trauma. Pediatric and psychiatric 
examination revealed a fairly common pic- 
ture of hyperactivity, excessive pressure of 
speech, insecurity and anxiety, immaturity of 
reaction, and fright in the examining situation. 
Electroencephalographic and _ neurological 
evidence of brain damage was found in a 
large percentage of 181 children so ex- 
amined. After thorough individual evalua- 
tions, a systematic study was made of the 
effects of treatment, which consisted of psy- 
chotherapy for both child and parents, spe- 
cific speech and reading therapy, and the 
use of certain drugs. Rauwolfia, reserpine, 
certain anticonvulsants, and a placebo were 
used in four groups of 69, 102, 44, and 31 
children respectively. The best results, under 
the conditions of the experiment, were ob- 
tained with Rauwolfia, which gave improve- 
ment in 63 (91 %) of the 69 children, but it is 
emphasized that the drug therapy alone was 
not responsible for the total improvement. 
Many children who now fail constantly in 
school can be saved for society if coordina- 
tion can be achieved by interested parties in 
the community. The private physician should 
become a leader in undertakings of this kind. 


Psychiatric Examination.—Psychiatric examina- 
tion revealed a fairly common picture. The children 
were insecure, and some were mentally retarded. 
Many more were badly frightened, existing in a 
home environment in which persistent disciplinary 
measures had been almost completely absent. It is 
interesting to note that this absence of any firm 
disciplinary policy has resulted almost entirely from 
the fact that the parents have been advised that the 
child is abnormal and have failed because of their 
feelings of sympathy, guilt, and frustration, among 
other things, to embark on any normal disciplinary 
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control of the child. This failure by the parents has 
contributed a great deal to the difficulties that the 
child experienced. 
Electroencephalography.—Findings in electroen- 
cephalograms of 181 children are summarized in 
table 1. Of these recordings, 15.47% have 14 and 6 


TaBLe 1.—Electroencephalographic Findings in 211 Children 
14 and 6 per sec Other Experimental Group Control Group 
Positive Spikes Abnormality (isl Children), % (30 Children), % 

15.47 16.6 

+ + 43.09 3.4 

+ 17.13 ome 

4.31 80.0 


per second positive spikes without other electro- 
encephalographic abnormalities, whereas 43.09% 
had 14 and 6 per second positive spikes with other 
abnormalities on the electroencephalogram. Other 
abnormal rhythms without 14 and 6 per second 
positive spikes occurred in 17.13% of the children; 
these abnormalities included slow waves, paroxys- 
mal slowing, fast activity, area spikes, amplitude 
asymmetry, and generalized seizure activity. A few 
children showed spike and wave abnormalities. The 
total number with abnormal rhythms included 
75.69% of the group. Normal electroencephalo- 
grams were seen in 24.31%. 

Electroencephalograms of a control series of 30 
children who had no difficulties in school or home 
adjustment also is shown in table 1. Of these, 80% 
had normal electroencephalograms, 16.6% showed 
the presence of 14 and 6 per second positive spikes 
without abnormality, and 3.4% had abnormal 
rhythms. Gibbs and Gibbs' have reported that, in 
this age group, the incidence of abnormal 14 and 
6 per second positive spikes alone was approxi- 
mately 12% and the incidence of other abnorma! 
rhythms 2% or less. 


Treatment 


After a thorough evaluation, the treatment of the 
children consisted of psychotherapy for both the 
child and the parents, specific reading and speech 
therapy under the guidance of a reading and speech 
clinic, and the use of tranquilizing drugs* and other 
anticonvulsant drugs to reduce the tensions which 
had been interfering with the educational process 
in the children. The results of treatment are sum- 
marized in table 2. 

Results 


In assessing the results, we are aware that drug 
therapy alone was not responsible for the total 
improvement seen in the children. We attempted, 
however, to determine as closely as possible how 
much effect the drugs had on relaxing the children’s 
tensions so that the children were thereby enabled 
to respond to the specific psychotherapeutic and 
educational methods of treatment. In table 2 it 
will be seen that 246 children were treated with 
one or the other of the various drugs. Rauwolfia 
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was used in the treatment of 69 children. Of those 
treated, 91.3% showed improvement, 5.8% were 
not improved, and 2.9% became worse with the 
drug therapy. Reserpine was used in the treatment 
of 102 children, of whom 74.5% were improved, 
15.7% were not improved, and 9.8% became worse. 
Other anticonvulsants, such as diphenylhydantoin 
(Dilantin) sodium, phenobarbital, acetazolamide 
(Diamox), and phenacemide (Phenurone) were 
used in the treatment of 44 children. Of these, 
59.1% were improved, 31.8% were not improved, 
and 9.1% became worse. A group of 31 children 
who had been previously on therapy with one of the 
above drugs was placed on placebo medication. 
Of these, 6.4% seemed improved over the previous 
medication, 22.6% were not improved, and 71% 
became worse when they were taken off therapy 
with the preceding tranquilizing drugs and were 
given a placebo. 
Comment 


The diagnosis in the child with school adjust- 
ment problems is a complex one. To evaluate these 
children properly, a complete analysis physically, 
psychiatrically, neurologically, and educationally is 
required before a program of rehabilitation can be 
instituted. Most of the children presented in this 
study came to us from physicians in general practice 
who recognized the necessity for a more thorough 
examination of the child than had been previously 
done. A proper diagnostic approach to these chil- 
dren involved the utilization of many services, 
medical and otherwise. Any attempt to estimate 
the potentialities and the possible therapy in these 
children is obviously doomed to failure unless there 
is coordination among the various diagnostic serv- 
ices. In other words, the private physician and 
the medical specialist must have liaison between 
themselves, and, in turn, they must develop a means 
of liaison with the various special educational diag- 
nostic clinics which deal with the determination of 
intelligence and with specific reading and speech 


TABLE 2.—Effect of Specific Drug Therapy in Children with 
School Adjustment Problems 


Effects 


No 
Improved Improvement Worsened 
Drug No % No % No. % in Group 


Rauwolfia (Raudixin) .. 68 91.3 4 5 2 2.9 69 


Reserpine 6 745 j 5.7 10 9.8 102 
Anticonvulsants 2 4 9.1 44 
Placebo 2 5. 22.6 22 71.0 31 


diagnostic clinics. Without such liaison among all 
members of the group that are concerned with the 
child, no adequate conclusions as to the child’s 
potentialities and treatment can be reached. 

In the evaluation of the drug therapy reviewed 
above, some conclusions are possible. In the main, 
Rauwolfia, which represents the whole root of 
Rauwolfia serpentina, gave the best over-all results 
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therapeutically. Reserpine gave less frequent re- 
sults but still showed a good response. Phenobar- 
bital, diphenylhydantoin, acetazolamide, phenace- 
mide, and the other strictly anticonvulsant drugs 
in isolated instances induced improvement in the 
child but in general were not as satisfactory as 
were the tranquilizing drugs. The placebo studies 
showed quite clearly the value of tranquilizing 
drugs in the treatment of these children. Through- 
out the entire study it was obvious that no single 
method exists for diagnosing or treating all chil- 
dren with severe school adjustment problems. The 
necessity for liaison between some rather diverse 
groups in the community has been demonstrated. 
When this liaison has been perfected, the results 
for the children have been excellent. In most com- 
munities no single program makes this liaison pos- 
sible. In Rockford, Ill., within the past few months 
this defect has been attacked by the formation of 
a committee within the school system which has 
been designated the “Committee of the Whole 
Child.” This committee consists of the superintend- 
ent of the schools, four members of the medical 
society, and the members of the school system who 
are primarily concerned with specific problems. Its 
purpose has been to review the diagnostic work on 
all children within the school system who are fail- 
ing. Once a month the records of such children 
are reviewed by this committee with two objectives 
in mind: (1) to criticize and evaluate the diag- 
nostic procedures that have or have not been done 
on a given child and to remedy the omissions, 
and (2) to provide suggestions for future treat- 
ment of the child. Where further therapeutic pro- 
cedures are suggested, a notification is sent to the 
private physician, to the teacher, to the principal 
of the school, and to the special school departments 
which might be involved in the rehabilitation of 
the child. 

The importance of this activity is substantiated 
by the statistics from our public school system, 
where it has been shown that 5% of the children 
in the entire system fail in any given year. The 
vast majority of these failures occur within the first 
six years of the child’s school life, and it is probable 
that most of these failures occur within the first 
three years, during which time the child is acquir- 
ing his basic learning skills. Someone must become 


HE AZYGOS VEIN.—It is not generally appreciated that the azygos vein may 
be seen on the posteroanterior roentgenogram of the normal chest in up to 


J.A.M.A., April 5, 1958 


the leader in every community to coordinate the 
work of the various individuals and agencies whose 
help is necessary for these children. The private 
physician to whom the family brings all of its 
problems is the one who should spear-head the 
attack against this problem, which involves such 
a significant percentage of the children under his 
care. It is the professional and moral responsibility 
of physicians to see that more adequate means for 
the diagnosis and treatment of children with school 
adjustment problems are devised in their own com- 
munities. As a physician embarks on this type 
of program, he should constantly remind himself 
that alone he cannot achieve the necessary re- 
habilitation in these children. His every effort, 
therefore, must be extended towards developing 
a community-wide endeavor, in its fullest sense, 
for the solving of this problem. 


Summary 


In 181 school children with severe school] adjust- 
ment problems, electroencephalographic and neu- 
rological evidence of brain damage was found in 
a large percentage of the cases. The use of tran- 
quilizing drugs to reduce the almost universal ten- 
sion in these children was satisfactory. 

The diagnosis and treatment of school adjust- 
ment problems is not exclusively a medical prob- 
lem but demands a working coordination of the 
private physician, the medical specialist, and the | 
educational specialists in the school. When such 
coordination can be achieved, many children who 
now fail constantly in school and become a burden 
to the community in general may be rehabilitated 
and take a functional place in their society. The 
private physician should become a leader in this 
worthwhile project. 


1429 Myott Ave. (Dr. Weir). 
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15 per cent of cases. Ignorance of this fact has led on occasion to a misinter- 
pretation of the image of the azygos vein—an erroneous diagnosis of mediastinal 
tumor being made. In addition, abnormal dilation of the azygos vein may have diag- 
nostic significance. For these reasons, familiarity with the roentgenographic appear- 


ance of this vascular structure is important. . 


. . Tomograms usually outline the 


azygos vein beautifully. Not only is the shadow of the vein sharply defined but its 
relationship to the trachea and right upper lobe bronchus is easily seen.—Sol Katz, 


M.D., The Azygos Vein, GP, January, 1958. 
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DISORDERS OF THE ABDOMINAL AORTA 


CLINICAL OBSERVATIONS ON SURVEY OF TWO HUNDRED SEVEN CASES 


David W. Kramer, M.D., Paul K. Perilstein, M.D. 


and 
Algy de Medeiros, M.D., Philadelphia 


Disorders of the abdominal aorta may occur in 
various ways, such as embolic occlusion (“saddle” 
thrombus ) at the bifurcation, aneurysm, and struc- 
tural changes of the walls with particular reference 
to arteriosclerosis and atheromatosis, with or with- 
out thrombosis. 

This presentation will be confined to the clinical 
aspects of pathological changes which take place 
in the walls of the abdominal aorta, with emphasis 
on the atheromatous type. The possibility of exten- 
sive thrombosis of the abdominal aorta was first 
discussed by Leriche in 1940." Subsequently, 
Morel * suggested that those cases of thrombotic 
occlusion of the aorta at its bifurcation be desig- 
nated as the Leriche syndrome. He described it as 
a thrombotic disease with a long course of symp- 
toms, consisting of extreme fatigue of the lower 
extremities, claudication, impotence, global atrophy 
of both lower limbs, pallor of the legs and feet, 
absent pulses, and “no trophic changes in the skin or 
nails.” Their description of the pathological process 
is acceptable. However, some of their conditions 
have been challenged. This will be mentioned in 
more detail when symptoms and clinical course 
are discussed. 

Abdominal aorta disorder has stimulated the in- 
terest of investigators, angiologists, surgeons, and 
roentgenologists. Their contributions have been 
helpful in attempting to clarify some of the prob- 
lems entailed in this condition. Of the various types 
of involvement (arteriosclerosis, atheromatous 
lesions, and superimposed developing thrombosis ), 
any one condition or a combination may exist, from 
minimal to extensive or complete occlusion, Some 
patients may have extensive thrombosis with oc- 
clusion which will not be revealed by ordinary 
x-ray studies. On the other hand, x-rays may show 
calcification of the walls with little or no impair- 
ment of the peripheral blood supply. 

Segmental occlusion may occur at various sites. 
It may be evident in the abdominal aorta and not in 
the lower extremities. In contrast, the large trunks, 
such as the iliacs and femorals, may be involved 
without the disease necessarily present in the ab- 
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Evidence of pathological changes in the 
abdominal aorta was found in 207 patients 
out of a series of 3,000 consecutive cases of 
vascular disorders. The group included 107 
patients who had x-ray evidence of calcifi- 
cation without evidence of impaired circula- 
tion and 100 patients with both subjective 
and objective evidence of occlusive disease. 
Among the 100 there were 36 with evidence 
of complete occlusion of the abdominal 
aorta. In such patients, extensive atrophy 
of the muscles of the thigh was occasionally 
seen, but it was not frequent in this series. 
Intermittent claudication was a frequent com- 
plaint; impotence was rare. Since occlusion 
of the aorta is insidious in onset, circulatory 
function should be studied by means of oscil- 
lometric tracings, histamine tests, plantar 
ischemia observations, and determinations 
of venous filling time and skin temperature. 
Aortograms can be made when indicated. 
A routine soft-tissue x-ray of the abdominal 
aorta is recommended. The detection of 
early changes is desirable because even 
minimal areas of calcification may become 
foci of thrombosis. 


dominal aorta. Definite diagnostic methods in 
reaching a conclusion will be discussed later in the 
paper. 
Survey of Cases 

In a survey of 3,000 consecutive cases of vascular 
disorders, 207 patients were found to have evidence 
of pathological changes in the abdominal] aorta. 
They were arranged into two major groups accord- 
ing to clinical findings. Group 1 consisted of 100 pa- 
tients who had definite evidence of occlusive vas- 
cular disease based on subjective and objective 
findings and confirmed by circulatory function 
tests. This group was further divided into three 
subgroups: (1) patients with positive x-ray find- 
ings, 47; (2) patients whose x-rays were negative 
for calcification, 11; and (3) patients for whom 
no x-rays were available, 42. Analyses were 
made according to age, sex, and symptoms and 
will be discussed below. Group 2 included 
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107 patients with x-ray evidence of calcification 
but in whom evidence of an impaired circulation 
was lacking. 

An additional survey was made of 36 patients 
in group 1 who presented evidence of complete 
occlusion of the abdominal aorta. The results of 
the analysis of this special group will be compared 
with those of the milder grades and will be dis- 
cussed under the heading of symptoms, clinical 
course, and x-ray findings. 


Etiology and Pathology 


Arteriosclerosis has been mentioned as _ the 
common factor in aortic thrombosis. On the other 
hand, more stress has been placed on the presence 
of an atheromatous process. Without getting too 
involved in the academic discussion, it may be 
pertinent to clarify the terms of arteriosclerosis and 
atheromatosis. 

If arteriosclerosis is used in the broadest sense, 
it might be acceptable. However, it may be ad- 
visable to make some distinction between these 
two terms. Arteriosclerosis implies calcification 
with the deposits primarily in the media. It is an 
accepted fact that patients may have calcification 
of large arterial trunks without necessarily having 
obstruction of the lumen and may have, moreover, 
good pedal pulses and normal function tests. 
Atheromatosis, on the other hand, implies path- 
ological changes taking place in the intima with 
proliferation of the cells, thickening of the inner 
wall, gradual encroachment upon the lumen, and 
further developmental changes taking place on this 
thickened area. Arteriosclerosis connotes a degen- 
erative process, whereas in atheromatosis the prob- 
lem appears to be more along the lines of metabolic 
biochemical disturbances. Since atheromatous 
placques contain a high percentage of cholesterol 
and lipids, these substances have been given a 
prominent place in the etiology of thrombosis. 
There are other factors or theories that have been 
offered,* namely, imbibition, penetration, anoxia, 
disintegration of the internal elastic fibers, changes 
in the vasa vasorum with impairment of nutrition 
of the intima, possible role of cholesterol, S_ mole- 
cules, cholesterol/phospholipid ratio, lipoproteins, 
endocrine disorders, hypertension, vitamin de- 
ficiency with particular reference to pyridoxine, 
and derangement of the collagens. In addition to the 
above, the following factor deserves consideration. 

Sludging of blood (intravascular agglutination ) 
has been discussed by Knisely and Warner‘ as a 
contributory factor in the development of throm- 
bosis. They claim that sludged blood flows more 
slowly than unagglutinated blood and that masses 
of sludge settle down from slowly moving blood to 
the lower sides of vessels during life. The settled 
masses sometimes cement together and may form 
a large mass which, at times, clings to the vessel 
wall and encroaches on the lumen. 
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Impallomeni’® studied the arterial endothelium 
of arteries taken from limbs amputated for gan- 
grene. He reported that there were changes in the 
endothelium, with the intercellular cement sub- 
stance being in some instances inconspicuous and 
with additional deposits of fibrin. This stage was 
later followed by disintegration of the endothelial 
layers in the arteries. Even in the absence of 
thrombosis, the endothelium had almost completely 
disappeared. 

A recent investigation of uric acid levels has 
revealed an increased incidence of hyperuricemia 
in patients with vascular disturbances. As such, it 
deserves a comparable status with hypercholestero- 
lemia.*° This does not necessarily imply that the 
uric acid is responsible for these changes or that 
these patients have gout. However, it does indicate 
that metabolic disorders may, in some way, be re- 
lated to the development of thrombosis. 

Toxic infectious substances have been reported 
as causes of abdominal aorta thrombosis. This is 
particularly true when it occurs in the younger 
age groups. Patients with a history of rheumatic 
fever are particularly liable to develop arterial 
thrombosis. Syphilis’ also has been mentioned as 
a cause. 

Site——Another interesting fact is the site and 
progressiveness of a developing thrombosis. Some 
contributors have indicated that the thrombotic 
process starts in the iliac or iliofemoral arteries and 
extends upward, passing the bifurcation and in- 
volving the abdominal aorta. They have observed 
such cases both at autopsy and during surgical pro- 
cedures. In some cases, atheromatous placques may 
extend into the aortic cavity without necessarily 
being attached to the intima. 

The question as to the primary origin has been 
discussed pro and con. Some believe that the con- 
dition begins more frequently in the iliac arteries 
near the bifurcation and, as the condition progress- 
es, that it extends upward into the abdominal aorta 
and may extend as high as the origin of the renal 
arteries. Others are inclined to believe that the 
process may start at the bifurcation and the path- 
ological process extends downward, involving the 
iliacs. On the other hand, one may find various 
levels involved. It is quite possible that cases may 
be found where either of the above-mentioned con- 
ditions exist. It has also been noted that evidence 
of periarteritis * has been found about the throm- 
bosed aorta, with adhesions embracing the neigh- 
boring lymphatics. 

Modus Operandi.—The modus operandi of the 
thrombosis has been aptly described by Duguid.” 
He emphasized the gradual development of mural 
thrombi, stating that fibrin may be deposited on 
the internal surface of the artery. It becomes 
covered with endothelium and then incorporated 
in the intima. The organization of these mural 
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thrombi is retarded, and they may be compressed 
into masses of hyaline substance. In time, these 
undergo fatty changes and subsequently are recog- 
nized as atherosclerosis. The larger mural thrombi 
may be more easily seen. At first, they may appear 
to be merely a thickness of the vessel walls, but 
the recurring successive layers of fibrin produces 
thickening of the inner wall and a gradual narrow- 
ing of the lumen of the vessel. Later the thrombotic 
process may undergo degenerative changes with 
destruction of the inner surface, and deposits of 
calcium may appear. In some cases, the involve- 
ment is so extensive that it is difficult to conceive 
how the circulation was maintained without more 
definite manifestations in the lower extremities and 
more numerous episodes of embolic occlusion dur- 
ing life. 


Symptoms and Signs 


Occlusion of the abdominal aorta has an insidious 
onset. It is difficult to give definite facts as to how 
long it takes from the actual beginning of the 
atherogenesis until it reaches the stage where the 
Jumen is encroached on. The fact that so many of 
the cases in group 2, where there was x-ray evidence 
of calcification in various degrees without symp- 
toms or signs, further emphasizes this point. The 
development of symptoms will depend on the 
rapidity of the pathological changes in the aorta 
and the formation of an adequate collateral blood 
supply. This may take a matter of years. Any effort 
to become more specific as to the lapse of time nec- 
essary for this progressive development must be 
purely speculative. 

Symptoms.—An analysis of symptoms of 100 pa- 
tients with clinical evidence of some degree of 
aortic involvement is found in table 1. The most 
common symptom was claudication. It will be 
noted that 15 patients complained of claudication 


TABLE 1.—Analysis of Symptoms in One Hundred Patients 
with Clinical Evidence of Pathology of Abdominal Aorta 


Claudieation 


No. ot’ Hip- Fa- [mpo- Pares- 
Cases Thigh Calf None Pains tigue tence thesia 
Positive x-ray .... 47 5 31 11 30 
Negative x-ray .... 11 6 : 4 
26 2 17 


» 


3 
7 


Total 63 


aad 
78 


of the muscles in the hip or thigh and 63 com- 
plained of cramps at the calf level. However, some 
of the 15 patients mentioned above also had 
cramps in the legs. The total incidence of claudica- 
tion at one level or other was 78%. Although the 
incidence of claudication in the muscles of the hip 
and thigh was much lower, this does not detract 
from its significance, because when it is present 
it more definitely points to an obstructive lesion 


higher up. 
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Of the other symptoms, the complaint of numb- 
ness and paresthesia occurred in 57 patients of the 
100 in the group; 55 complained of pains. Fatigue 
was mentioned in 46 of the cases. Ordinarily, one 
would expect a higher incidence of this symptom 
among these patients. 

Impotence, stressed by Leriche and others, was 
an uncommon complaint among our series. Only 2 
of 67 males were so recorded. This concurs with the 
findings of DeWolfe and associates '” and Covey "’ 


TABLE 2.—Analysis of Clinical Findings in Thirty-Six Cases 
of Severe Occlusion of the Abdominal Aorta 


Remarks 


Age, yr. <w Range, 29-70 
60-70 
Sex M 
Claudication: hip-thigh Total claudication 
ealf 6.6 incidence, 80.5% 


Ratio (M:F), 4:1 


Symptoms 


Pain 
Paresthesia 
Fatigue 
Impotence 
Cireulatory Oscillometer readings, 36 100.0 
function 1 degree or Jess 
studies Histamine response 
Marked delay q 9.3 31 causes 
Moderate delay : 9.7 studied 
Positive plantar ischemia 32 &&8 
Delayed venous filling 83.3 
time 
Skin surface temperature 10 cases 
Rise to 30C or more 9 90 studied 
Less than 30C 
Marked calcification 
Moderate ealcifieation 
Minimal calcification 
Negative x-rays 


Total calcification 
incidence, 70.6% 


that this symptom need not be considered so prom- 
inently as a guide for diagnosis, as was originally 
stated. 

It may be of interest to compare a detailed analy- 
sis of observations in the 36 patients that showed 
evidence of marked occlusion of the abdominal 
aorta (table 2). In this latter group, the results 
were as follows: 29 (80.5%) complained of claudica- 
tion with a marked predominance at the calf level; 
23 (64%) of pain; and 18 (50%) of numbness, 
paresthesia, and fatigue. It may be noted that the 
incidence of the symptoms were generally higher 
than in the over-all group. 

Signs.—On inspection, it was noted that the nu- 
trition of the feet and legs is not so disturbed as 
one would expect, judging from the clinical evi- 
dence of a markedly impaired circulation. Pallor 
was frequently noted. Patients with complete oc- 
clusion of the abdominal aorta may show evidence 
of global atrophy in the muscles of the thighs, but 
it was not a frequent finding in this series. 

On examination, the pedal pulses were usually 
absent. However, in some of the patients, they 
were present on one side or the other, depending 
on the completeness or incompleteness of the path- 
ological changes in the abdominal aorta. Femoral 
pulses also showed varying degrees of diminution 
to absence. In patients with severe occlusion 
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(table 2), the femoral pulses were absent bilater- 
ally. However, in the incomplete cases, one side 
may show a fair pulsation. 


Examination Results 


Circulatory Function Studies.—Circulatory func- 
tion studies performed in this survey consisted of 
oscillometric tracings, histamine test, plantar ische- 
mia observation, venous filling time, and skin 
surface temperature observations. Results of these 
findings confirm the presence of some degree of 
impairment of the arterial circulation. 

The oscillometric tracings were subnormal at 
both thigh and calf levels. In a fair percentage of 
these patients, the thigh readings were less than 
that of the calf. This certainly was not the usually 
anticipated pattern. Normally, the thighs show a 
higher reading than the legs. It was hoped that this 
could be interpreted as a diagnostic aid in detecting 
occlusion of the abdominal aorta. Although this 
finding was present in many cases, it was not found 
consistently enough to warrant its acceptance as a 
significant factor in differential diagnosis. The his- 
tamine response showed varying degrees of delay 


TABLE 3.—Relationship of Aortic Calcification to 
Aortic Occlusion® 

Aortie Occlusion 

No 


No Occlusion 


Degree of Aortic Calcification %e No. % 

7 22.6 24 

18 29.2 47 70.8 

22 37.9 36 62.1 


* Survey of 165 cases with x-ray findings from groups 1 and 2. (Eleven 
patients with definite occlusion, but no calcification, are not here in- 
cluded.) 


from slight to marked. Similarly, the results of other 
studies showed evidence of impairment but to a 
variable degree. 

In the detailed study of the patients who had 
complete aortic block, the results of the function 
studies were more uniform, as seen in table 2. The 
oscillometric readings at thigh level were 1-degree 
spike or less, and at calf level either a flat line or 
a wavy line was usually seen. Histamine response 
showed a preponderance of the patients (78%) to 
have marked bilateral delay of both the wheal and 
flare reactions. The remainder showed a definite 
impaired result. Plantar ischemia was almost uni- 
versally present. Venous filling time was definitely 
delayed in all. 

Skin surface temperature studies, usually looked 
on as the most dependable and most reliable test 
of circulatory function, must be carefully evaluated 
in patients with abdominal aorta thrombosis. In 
10 patients with complete occlusion, 9 showed a 
marked rise, reaching about 30 C. In five of these 
nine the temperature rose even above the level of 
31.5 C. The 10th patient showed a rise of only 4 C, 
to a maximum of 28.8 C. In this particular group, 
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there may be a rise of skin temperature readings 
to normal or close to normal levels (30-31 C). This 
finding demands some explanation. It may be in- 
terpreted that the occlusion is high up in the 
abdominal aorta and that the other large arterial 
trunks, iliacs and femorals, are not necessarily in- 
volved. If further studies on a larger series will 
confirm this fact, it may be useful in selecting 
those patients with segmental ccclusion of the 
abdominal aorta as likely prospects for surgical 
intervention. 

X-ray.—As_ mentioned above, roentgenologists 
have been interested in abdominal aorta disorders 
and have attempted to clarify the role of x-rays 
in detection of sclerosis and atheromatosis. 

In this survey of 207 cases, 165 of the records 
had soft-tissue x-ray reports of the abdominal aorta 
and of the vessels in the feet, legs, and thighs. 
Aortograms were not made routinely because of the 
liability of side-effects but were performed when 
indicated. 

The results of the x-ray studies were analyzed as 
to the degree of calcification and further compared 
with the clinical picture of thrombosis and degree 
of occlusion of the abdominal aorta. Age and sex 
were similarly observed in their relationship to the 
calcification. 

In group 1, the 100 patients with clinical evidence 
of aortic occlusion, 47 (81%). revealed calcification, 
whereas 11 had no evidence of calcific sclerosis. In 
group 2, which comprises 107 patients with no 
clinical evidence of occlusion, there were varying 
degrees of calcification. This poses the problem of 
the relative value of x-ray in diagnosis of abdominal 
aorta disorders and how it can be evaluated. 

In order to gather more information on this par- 
ticular angle, 36 cases of marked occlusion of the 
abdominal aorta were reviewed in greater detail 
(table 2). In these cases, 17 patients had been 
x-rayed: 12 (70.6%) had some degree of calcifica- 
tion, and 5 (29.4%) had negative reports. The 
absent finding in the latter five patients need not 
necessarily preclude a diagnosis of occlusion. It 
merely indicates that arterial thrombosis may be 
present and will not be detected by x-ray unless 
calcific deposits have been superimposed on the 
pathological process. 

Conversely, the relationship of degree of aortic 
calcification to the presence of occlusive phenom- 
ena was tabulated (table 3). Of the 58 patients 
with marked x-ray findings, 22 (37.9%) had evi- 
dence of occlusion and 36 presented none. In the 
moderate calcification group, 18 (29.2%) of 65 pa- 
tients had signs of aortic block, and of those with 
minimal deposit, 7 (22.6%) of 31 had some degree 
of aortic occlusion. From the above findings, and 
not forgetting the 11 cases of occlusion with nega- 
tive x-ray findings, it would seem that a corollary 
can be made, namely, although calcification in itself 
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does not necessarily mean occlusion, the greater 
degree of calcific deposit the greater the chance of 
the existence of thrombosis. 

In the over-all survey, 14 patients were found to 
have segmental aortic calcification, i. e., positive 
x-ray evidence of calcification in the abdominal 
aorta with negative x-rays of the vascular structures 
in the pelvis and lower extremities, Of these, three 
had definite evidence of aortic occlusion, two 
showed occlusion of a questionable grade, and nine 
presented no clinical evidence of aortic block. From 
this small series, it appears that there is no direct 
correlation between segmental calcific deposits and 
clinical aortic occlusion. 

Age and sex will be discussed in the succeeding 
portion of the paper. However, a brief word con- 
cerning the relationship of x-ray findings to these 
factors is in order here. As seen in table 4, the per- 
centage of positive calcification increases tremen- 
dously above the age of 50 and is almost 100% 
above the age of 60. Since calcific deposits are 
associated with degenerative changes, this finding 
is certainly not unexpected. Male-female ratio is 
approximately 2:1 in those patients with calcifica- 
tion and approximately 1:1 in those with negative 
x-rays. While this is a notable difference, it does 
not appear great enough to have clinical signifi- 
cance. 

Age, Sex, and Race 


Age.—It is conceded that thrombosis of the 
abdominal aorta may occur about one decade 
earlier than expected in individuals with throm- 
bosis with generalized arteriosclerosis. The age 
incidence in group 1, in which there are 100 cases 
with varying degrees of pathology, was analyzed 
(table 4). There were 22 patients below the age of 
50 years. Thirty-four were in the sixth decade, 33 
in the seventh, and 11 in the eighth. 

In the special series of 36 patients (table 2) with 
complete occlusion, 8 (22%) were below 50 years 
of age; 15 (41.7%) were in the sixth decade; and 
13 (36.1%) were in the seventh decade. The young- 
est male was 29 years old, and the youngest female 
was 36, Evidently, there was very little difference 
in the age incidence between patients with severe 
cases and those with less involvement. However, it 
may be of interest to note that this condition may 
be found in the younger age groups. Leriche and 
Morel ** mentioned that their youngest patient was 
29 years of age, and DeBakey ** reported that in 
his series the ages ranged from 33 to 63 years and 
that 70% of the patients were in the fifth and sixth 
decades. In the series of Szilagyi and Overhulse,"* 
the ages ranged from 45 to 61 years. 

Sex.—In most of the contributions on the subject 
of occlusive disease of the abdominal aorta, the 
predominance of males over females was stressed. 
Leriche and Morel ** mentioned that this condition 
was found mostly in males. In DeBakey and co- 
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workers’ '* series of 22 patients, all were white 


males. The topic of sex influence in peripheral vas- 
cular disorders is interesting. In thromboangiitis 
obliterans, only 1 or 2% of the cases has been re- 
ported as occurring in females. The explanation is 
most likely along the lines of a protective influence 
of the gonads. In group 1 (100 cases of varying 
degrees of pathological chauges in the abdominal 
aorta), the sex ratio of males to females was 2:1 
(table 4). However, in the special group of 36 
patients with advanced pathology, there were 29 
males and 7 females, a ratio of 4:1. Petersen,’* in a 
survey of 220 patients (101 females and 119 males ) 
based on x-ray studies, reported that pathological 
changes in the aorta but not necessarily occlusion 
of the abdominal aorta may occur as frequently in 
females as in males. 

Race.—The consensus of the contributors on this 
subject is that this condition has been found among 
whites. No Negro patients were reported in our 
series. This is similar to the status of race in throm- 
boangiitis obliterans. 


TABLE 4.—Analysis of Age and Sex in 100 Patients with 
Some Degree of Pathology of Abdominal Aorta 


Sex 
Age 
<40 40-49 50-59 60-69 70-79 >80 M 
Positive 3 5 20 14 3 2 31 16 
Negative 5 4 1 
7 10 18 
17 34 33 


Diagnosis 


Because of various degrees of involvement, it is 
advisable to discuss diagnosis in four groups: (1) 
extensive thrombosis approaching complete occlu- 
sion of the abdominal aorta, (2) evidence of struc- 
tural changes with incomplete occlusion, (3) x-ray 
evidence of calcification but no impairment of the 
circulation, and (4) iliofemoral artery thrombosis. 

Thrombosis Approaching Complete Occlusion.— 
The diagnosis will be made from the clinical pic- 
ture, which entails symptoms, signs, the various 
tests for circulatory function, and x-rays. The 
symptoms and signs will be conditioned by the 
extent and degree of involvement, the proportional 
development of an adequate collateral circulation, 
and the duration of the disease. 

Briefly, the diagnosis of occlusion of the abdomi- 
nal aorta may be made in comparatively younger 
age groups (fourth and fifth decades) and prob- 
ably in white males. The chief complaints are 
marked fatigue coming on rapidly and claudication, 
more commonly found in the calves; when claudi- 
cation involves the muscles in the thighs and 
buttocks it is highly significant. 

The presence of global atrophy and the striking 
preservation of nutrition of the distal parts, despite 
the over-all clinical picture of a markedly impaired 
circulation, deserves special consideration. Sex im- 
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potence, when present, is significant. However, it 
is not so common a complaint as has been original- 
ly emphasized. 

Examination will reveal absent or markedly di- 
minished femoral pulses and absent pedal pulses. 
The various function tests will indicate that there 
is a markedly impaired circulation. A possible ex- 
ception to the rule is the skin surface temperature. 
In some cases, the skin temperature after nerve 
block may rise to normal levels. This may be in- 
terpreted as presence of an extensive block (higher 
up) in the abdominal aorta but the large arterial 
trunks are not involved. 

X-ray is a helpful procedure in making a diag- 
nosis. In patients with clinical evidence of extensive 
thrombosis, a positive finding of calcification will 
confirm the diagnosis. However, in some definitely 
proved cases of occlusion x-ray may not reveal 
calcification. 

Incomplete Occlusion.—The recognition of the 
various degrees of involvement of the abdominal 
aorta, or the so-called “incomplete” forms, is im- 
portant. In this group of patients, the symptoms are 
not necessarily so marked or striking. These pa- 
tients complain of fatigue and claudication. The 
claudication is likely to involve the muscles in the 
legs. The sex ratio is less apt to show the predomi- 
nance of males over females. The circulatory 
function tests indicate a markedly impaired circu- 
lation, out of proportion to the degree of symptoms 
or complaints. The pedal pulses are invariably 
absent. The femoral pulses may be diminished or 
absent and need not show the bilateral impairment 
as seen in the more severe forms. X-ray may show 
calcification of the abdominal aorta and the larger 
trunks. In the vast majority of cases, x-ray will 
show varying degrees of calcification. 

Calcification Without Circulatory Impairment.— 
The only evidence of pathology in the abdominal 
aorta in our patients with calcification without cir- 
culatory impairment was revealed by x-ray. There 
were 107 patients with varying degrees of calcifica- 
tion but no definite findings of an impaired circula- 
tion. These patients may be considered as possible 
candidates for future developments in the abdomi- 
nal aorta. Petersen '* reported, “If a roentgen ex- 
amination shows calcareous shadows in the aorta, 
it may usually be concluded that atherosclerosis is 
present in the intima.” Positive x-ray findings are 
particularly significant in individuals who are 
hypertensive, in diabetics, and in patients who have 
high blood levels of cholesterol or uric acid. These 
groups may eventually be designated as having 
potential cases of abdominal aorta thrombosis. As 
such, routine examination of the abdominal aorta 
is recommended. This applies to the soft-tissue 
technique and not aortograms, which should be 
performed only when indicated. The early recogni- 
tion and management of such cases may eventually 
lead to instituting measures of preventive medicine. 
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lliofemoral Thrombosis.—Patients with iliofem- 
oral artery thrombosis usually complain of fatigue 
and weakness in the extremities. The onset is 
gradual. Claudication of the calf muscles is a com- 
mon complaint, as is coldness and numbness of the 
involved limb or extremities. This is frequently 
unilateral, and, when bilateral, one side is usually 
involved more than the other. There is a tendency 
for trophic changes in the distal parts. Females 
may be involved as well as males. This condition 
usually appears in an older age group than that 
mentioned for the occlusive abdominal aorta type 
of involvement. The tests for circulatory function 
will indicate a markedly impaired circulation in the 
involved extremity. X-ray may and may not reveal 
calcification of the involved vessels, depending 
on the etiological background. If the back- 
ground is of arteriosclerosis, calcification usually 
may be seen. In these cases, skin surface tempera- 
ture studies will be more apt to show a failure to 
reach normal levels. When indicated, direct arterial 
visualization or aortogram may be performed to 
definitely localize the site of the pathological area 
if surgery is contemplated. 

Differential Diagnosis.—The various conditions to 
be excluded in differential diagnosis depends on the 
site indicated by the patient's complaints. If it is in 
the hip, as observed in some cases, then the ques- 
tion of a bursitis or neuritis must be excluded. 
Similarly, hypertrophic arthritis of the spine or the 
hip is to be considered. 

In most of the patients who have extensive 
thrombosis or occlusion of the abdominal aorta, the 
condition may be erroneously diagnosed as a 
ruptured or displaced intervertebral disk. The 
differential diagnosis can be readily made by 
thorough x-ray of the spine and also by the pres- 
ence or absence of a markedly impaired peripheral 
circulation. 

Another condition to be excluded is thrombo- 
angiitis obliterans. This may be suggested when 
dealing with the younger age groups. In this dis- 
ease, the history of a “back-log” of severe pains 
which predominate the clinical picture, the marked 
preponderance in males (9:1 or even higher), the 
presence of trophic changes in the tissues, the 
tendency for gangrene to develop early and pro- 
gress more rapidly, and the history of preceding 
episodes of recurring infectious thrombophlebitis 
should be helpful in making the diagnosis. The skin 
surface temperature observation will show little or 
no rise after nerve block. 

Summary and Conclusions 

A survey of 207 patients with various degrees of 
abdominal aorta pathology included 100 patients 
with definite evidence of impaired circulation and 
107 patients with x-ray evidence of calcification 
but no appreciable impairment of the peripheral 
blocd supply. 
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The main conditions of etiology and pathology 
revolve about arteriosclerosis and atheromatosis. 
The question as to whether the thrombosis begins 
primarily in the abdominal aorta and extends down- 
ward or in the iliac arteries with extension of the 
process upward has been discussed by various con- 
tributors pro and con. It is quite possible that this 
problem must be considered on an individual basis. 

The most frequent symptom of impaired circula- 
tion was claudication (78%). This occurred more 
commonly in the calf; however, when the hip or 
thigh muscles are involved, this complaint is more 
significant. Impotence, which has been stressed by 
some writers, is not a frequent occurrence. The role 
of x-ray in diagnosis is valuable, as applied to the 
soft-tissue technique. Aortograms are recommended 
only in selected cases. Although calcification may 
not be revealed in some cases of extensive occlu- 
sion, the presence of positive x-ray evidence is 
significant even when minimal findings are present. 

There may be a predominance of male over 
female (4:1) in the patients with evidence of 
marked occlusion, but in patients with mild cases 
of pathological changes in the abdominal aorta or 
with minimal x-ray findings the ratio is consider- 
ably less. 

Diagnosis of occlusion of the abdominal aorta 
may be made on the basis of the symptoms and 
signs suggesting a markedly impaired circulation, 
but with a striking preservation of the nutrition 
in the distal parts. Circulatory function tests will 
confirm the presence of an interference of the blood 
supply to the extremities. However, a proper in- 
terpretation of skin surface temperature studies in 
some of these cases must be kept in mind. 

A routine soft tissue x-ray of the abdominal aorta 
is recommended and may be helpful in detecting 
an early case of beginning changes in the abdomi- 
nal aorta because these areas of calcification, how- 
ever minimal, may eventually become likely foci of 
developing thrombosis in the future. This may make 
it possible to recognize individuals having potential 
cases of abdominal aorta disorders. This particular 
group may also supply data for further investiga- 
tion of atherogenesis and the application of pre- 
ventive measures in the future. 


2007 Pine St. (3) (Dr. Kramer). 
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period has been analyzed to evaluate the results of current therapy, and par- 


an PANCREATITIS.—Experience with acute pancreatitis over a 10-year 
ticularly the addition of concentrated albumin to customary treatment. Dur- 


ing the same period blood volume determinations have shown marked deficits, in 
patients with pancreatitis, resulting in earlier and more liberal administration of 
whole blood. The results indicate that albumin together with whole blood has be- 
come the only important addition to the treatment of acute pancreatitis in this hos- 
pital during the past 10 years.—D. W. Elliott, M.D., Treatment of Acute Pancreatitis 


with Albumin and Whole Blood, A. M. A. Archives of Surgery, October, 1957. 
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CLINICAL NOTES 


CERVICAL CELL 


STUDIES—A METHOD OF INCREASING PRODUCTION 


William M. Christopherson, M.D. 


and 


James E. Parker, M.D., Louisville, Ky. 


The effectiveness of cervical cell studies for the 
detection of early asymptomatic cervical cancer, 
in either the early invasive or the preinvasive stage, 
has been well documented and is now generally 
accepted by the medical profession. The major 
problem at the present time, where large numbers 
of women are being screened by the cell study 
method, is the scarcity of trained technicians to 
perform the laborious task of screening the slides 
to eliminate the normal and pick out the abnormal 
slides for further study. The demand for such 
screeners greatly exceeds the supply and will do 
so for some time to come. In an effort to evaluate 
methods of increasing the productivity of available 
personnel, we decided to determine whether a 
single slide preparation would approach, in accu- 
racy, the examination of two or more slides from 
each individual when the technique of visualization 
of the cervix and the direct endocervical swab was 
utilized. 


Method 


Twelve thousand asymptomatic women were 
evaluated. A moistened speculum was placed in 
the vagina before any pelvic examination, with 
lubricant, had been made. Cell specimens were 
obtained by rotating a nonabsorbent cotton swab 
in the endocervical canal and immediately prepar- 
ing duplicate slides. In a relatively few instances 
three slides were prepared. The slides were imme- 
diately fixed in a solution of half ether and half 95% 
ethyl alcohol. After fixation they were stained after 
the method of Papanicolaou. The preparations were 
then screened by trained cytology technicians. Any 
preparation containing abnormal cells was_ ink- 
dotted, and the slides were then examined by a 
senior technician with considerable experience in 
cytology. The preparations thought to show ab- 
normalities at this screening were, in turn, evalu- 
ated by a pathologist for final decision. It should 
be emphasized that our approach to such cell 
studies was not one of diagnosis but rather one of 
detecting cellular abnormalities which, in our 
opinion, would warrant further tissue examination. 


From the Department of Pathology, University of Louisville School 
of Medicine. 


In other words, the reports sent to the physician or 
to the service or clinic where the specimen was 
obtained never mentioned the word “cancer.” In- 
stead, they contained a statement that abnormal 
cells were present and that repeat studies, multiple 
cervical biopsies, diagnostic conization, dilatation 
and curetage, or any combination of these was 
advised. 
Results 


More than 24,000 slides from 12,000 women were 
examined. Sixty-one of the patients with abnormal 
cell studies have subsequently had the diagnosis of 
carcinoma of the cervix made by tissue examination. 
Of the 61, 20 had invasive carcinoma and 41 were 
thought to have intraepithelial carcinoma. In 60 of 
the 61 cases both slides examined showed abnormal 
cells, although, on occasion, one slide was consid- 
ered to be a much better preparation than its mate. 
It was often noted that the first slide prepared from 
the swab contained the greater number of cells. In 
a single case there were abnormal cells on the 
first slide prepared, whereas the duplicate slide was 
considered insufficiently atypical to have suggested 
the need for a biopsy. It is our opinion and the 
opinion of the screeners that this second slide was 
deficient in cells and would rightfully have been 
called “unsatisfactory” had it been submitted as a 
single slide. The biopsy in this case was diagnosed 
as intraepithelial carcinoma. In addition to the 
cases that proved to be carcinoma, a single smear 
appeared to be effective in detecting cervical ab- 
normalities later proved to be cervical dysplasia 
by biopsy. 

Comment 

Our reason for using the endocervical swab 
technique was based primarily on the fact that 
technicians can screen specimens obtained in this 
manner more rapidly than they can aspirations 
from the vaginal pool. When abnormal cells are 
found in direct cervical smears they are almost 
always present in great numbers, which brings to a 
minimum the problem of interpreting one or two 
abnormal cells in a cell study. It seems obvious 
then that a given number of screeners can almost 
double their productivity, case-wise, if the cell 
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study consisted of a single slide. For those labora- 
tories in which the goal is similar to ours, that is, to 
make the examination available to the greatest 
number of women in an effort to detect the greatest 
number of cancers, we believe a single smear does 
not appreciably sacrifice specificity. It should, per- 
haps, be emphasized that this is true only if the 
endocervical swab, under direct visualization of 
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the cervix, is used and if adequate preparations for 
cell studies are insisted on before an interpretation 
is rendered. 


101 W. Chestnut St. (2) (Dr. Christopherson ). 
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NEW, PRACTICAL CONCEPT OF HEARING TESTING 
FOR USE OF THE GENERAL PHYSICIAN 


Aram Glorig, M.D. 


and 


Howard P. House, M.D., Los Angeles 


Hearing loss has long been one of the common 
ailments affecting man, but only in the last few 
years has it begun to receive attention commen- 
surate with its importance. The early detection 
and treatment of hearing loss have, in the past, 
been difficult to realize because man is able to 
compensate for moderate amounts of loss and be- 
cause the precision electronic instruments neces- 
sary for accurate tests of hearing have only re- 
cently become generally available. At present, a 
widespread interest in conservation of hearing has 
been stimulated by the increasing social need for 
general hearing ability good enough to permit per- 
sons to use and enjoy radio, television, and the 
telephone and by the promulgation of laws which 
provide for payment of compensation to persons 
who have lost hearing through occupational haz- 
ards. 

Techniques for testing hearing have been im- 
proved considerably during the past few years, 
but current testing methods are still too cumber- 
some to meet growing demands for rapid tests of 
hearing. One of the most compelling demands is 
found in schools. Most school systems throughout 
the country do not have programs for testing the 
hearing of school children. Yet it is very important 
that the status of hearing of youngsters be checked 
adequately and frequently so that early hearing 
losses may be detected and treated before they 
have progressed beyond the stage of successful 
treatment. A rapid, simple, and inexpensive method 


From the Research Center of the Subcommittee on Noise in Industry, 
the American Academy of Ophthalmology and Otolaryngology, and the 
Department of Otolaryngology, University of Southern California School 
of Medicine. 


of testing the hearing of large numbers of in- 
dividuals is required for any practical large-scale 
school program of hearing testing. Other groups, 
particularly pediatricians, general practitioners, in- 
ternists, and industrial physicians, also stand to 
benefit from the use of such a hearing test. In 
our opinion, a noticeable and significant lack of 
hearing testing exists in the offices of these physi- 
cians, probably because it has not been practical for 
them to provide the trained technicians, expensive 
instruments, sound-treated rooms, and the time 
required by current methods of testing hearing 
ability. 

It is the purpose of this paper to describe a 
rapid, simple auditory screening test. The test was 
originally developed to determine the status of 
hearing of persons who work in noisy environ- 
ments, but it is, we believe, particularly well 
suited to the needs of schools, general physicians, 
and others who can help significantly to conserve 
hearing by detecting early hearing loss. 


Rapid Auditory Screening Test 


This proposed method of rapid auditory testing 
grew out of our observation that a large majority 
of the audiograms of persons with impaired hear- 
ing showed the largest hearing loss at 4,000 cps. 
It appeared to be a reasonable assumption that 
the hearing loss at any frequency lower than 4,000 
cps would not be more than the hearing loss at 
4,000 cps. The important frequencies for hearing 
and understanding conversational speech are 500, 
1,000, and 2,000 cps; then, if the threshold at 4,000 
cps is within normal limits, hearing for speech will 
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also be within normal limits in at least 98% of the 
listeners. Two programs were undertaken to test 
the validity of this assumption. First, we analyzed 
three different groups of existing audiograms. Sec- 
ond, we arranged to have the hearing of 1,500 
school children tested, and we then analyzed the 
results. 

Analyses of Three Groups of Existing Audio- 
grams.—For the first program, 1,128 audiograms 
were selected at random from the files in our office. 
The causes of hearing loss were diagnosed as fol- 
lows: (1) otosclerosis, 34.1%; (2) presbycusis, 
16.6%; and (3) miscellaneous causes, 59.3%. An 
analysis of these records showed that 98.24% of all 
patients who had a 15-db. loss at 4,000 in either 
ear had no loss larger than 15-db. at frequencies 
lower than 4,000 cps. If a person has no more than 
a 15-db. loss, it may be assumed that he has 
essentially normal hearing. 

For the second group, a similar study of the 
records of 1,749 males who participated in the 1954 
Wisconsin State Fair hearing survey was made; 
this resulted in almost precisely the same percent- 
age figures. 

For the third group, audiograms of 1,971 male 
aircraft employees were analyzed; 99.2% of the 
audiograms showed no greater loss at any frequency 
below 4,000 cps than the loss found at 4,000 cps. 

Survey of 1,500 School Children in Los Angeles 
Schools.—With the cooperation and assistance of 
the Los Angeles Board of Education Health De- 
partment, 1,500 children were screened first at 
4,000 cps at 15 db. and then by the standard 
sweep-check method. This method screens at each 
audiometric frequency at a specified level (in this 
study, 15 db.). All the hearing failures found by 
either method were then tested by the usual thres- 
hold test. The results of this study indicate that 
the single-frequency screening method was nearly 
as accurate as the sweep-check method in this 
particular series of tests. When the children were 
screened at 4,000 cps only, 94.9% showed normal 
hearing; when the sweep-check test was used, 93.9% 
showed normal hearing. Another similar series of 
tests, carried out on a different group of school 
children, showed the reverse of this; the single- 
frequency screening test disclosed more valid hear- 
ing failures than did the sweep-check method. On 
the strength of these findings, we have concluded 
that single-frequency screening is equally as ac- 
curate as sweep-check screening, the method now 
used as a standard procedure for screening large 
groups of school children. 

As an extension of this study, 500 of the 1,500 
school children were screened at both 2,000 and 
4,000 cps to determine if a greater accuracy would 
result when two frequencies were used. No notice- 
able increase in accuracy resulted. 
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Screening at 4,000 cps alone may not always be 
adequate. Many persons show a slight hearing loss 
at 4,000 cps. This loss has come to be known as the 
“4,000-cycle dip” or “notch.” In school children, 
such dips are usually due to a congenital defect 
that is relatively unimportant in itself. Unless the 
dip is accompanied by losses at the lower fre- 
quencies, it has no significant effect on the child’s 
hearing. Obviously, if 4,000 cps were the only 
frequency used to screen school children, many of 
them would be referred to an otologist for exami- 
nation on the basis of the 4,000-cycle dip. In order 
to avoid needless referral in these cases, the 2,000- 
cps tone was added to the screening test for school 
children. When school children are screened at 
the two frequencies, the number of needless re- 
ferrals is negligible. 


Uses of Single-Frequency Screening 


We feel that single-frequency screening (4,000 
cps) is particularly adaptable for use by industry 
and the military services. 

Industry.—Industrial hearing testing programs 
call for frequent follow-up tests. The purpose of 
these tests is to determine the presence of a change 
in hearing level from the level found by the pre- 
placement or initial hearing test. It is well known 
that most of the hearing loss produced by noise 
exposure occurs at 4,000 cps. Therefore, if the em- 
ployees show no change at 4,000 cps, no change at 
any lower frequency will be expected in 99% of 
the employees tested. If a base-line audiogram is 
not essential, the single frequency test can be used 
as an initial test. 

Military Services.—The military services require 
a rapid auditory test for induction purposes which 
will divide the personnel into two classes: (1) 
those with satisfactory hearing and (2) those with 
unsatisfactory hearing. The single frequency test 
(4,000 cps) makes it possible to test the inductees 
rapidly at a specific prefixed level and correctly 
separate them into these two categories. The mili- 
tary services also have the same general needs as 
industry. These needs can be satisfied with the 
single-frequency test. 


Uses of Double-Frequency Screening 


We feel that double-frequency screening tests 
(2,000 and 4,000 cps) are well suited for use in 
school testing programs and doctor’s offices. 

School Testing Programs.—The purpose of a 
hearing testing program in schools is to detect 
early hearing losses in the school children. On the 
strength of the findings presented above, it is felt 
that when no significant loss is found at 4,000 cps 
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there will be none found in any of the lower fre- 
quencies. It is reasonable then to divide school 
children into a normal hearing group and an ab- 
normal hearing group. The children with normal 
hearing will need no further testing until a recheck 
test is made later at some specified time interval— 
probably two years. The children with abnormal 
hearing (those who failed to hear the test signal at 
a predetermined level, probably 15 db.) will be 
referred for complete threshold tests. As previously 
mentioned, it was considered advisable to add 2,000 
cps for use in schools to avoid needless referrals. 
If « child fails to hear at 4,000 cps he is tested 
at 2,000 cps, and if this tone is heard at 15 db. no 
further testing is necessary at that time. 

Doctors’ Offices—The double-frequency screen- 
ing test (2,000 and 4,000 cps) provides a rapid and 
accurate means of detecting the presence of a 


Double-frequency model (2,000 and 4,000 cps) of hear- 
ing testing instrument. 


possible hearing loss during routine physical exam- 
inations performed by pediatricians, internists, and 
general practitioners. 

If during a routine physical examination the pa- 
tient’s hearing is tested at 4,000 cps and he responds 
to the tone at 20 db., his hearing may be said to be 
within normal limits. On the other hand, if he fails 
to hear at both 4,000 and 2,000 cps at 20 db., he 
should be referred for threshold testing to deter- 
mine the exact status of his hearing. 


Advantages 


Ordinary quiet rooms, such as offices and first- 
aid rooms, may be used for the limited frequency 
screening audiometry. In addition, the test requires 
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only a few seconds to administer, thus saving time 
and preventing fatigue and loss of attention in 
children. The instrument is inexpensive, light- 
weight, and durable, and trained personnel are not 
essential. 


Description of Instrument Used for This Study 


The measurements reported here were taken 
with a commercially available instrument called 
the Oto-chek (see figure). The Oto-chek is a 
simple, battery-powered, transistorized screening 
audiometer. There are two basic models of the 
Oto-chek, a single-frequency screener and a double- 
frequency screener. The first is designed to test 
hearing at 4,000 cps only, the other at 4,000 cps 
and at 2,000 cps. Either model may be obtained 
with a single earphone or with double earphones, 
according to the user’s preference, and with output 
levels of 15 and 35 db. or of 20, 35, and 50 db. The 
frequencies and levels are fixed. The earphones are 
energized by means of push-buttons. Each button 
is labeled in decibels of hearing loss according to 
the level controlled by that particular button. When 
binaural earphones are used, only one earphone is 
energized at a time. The live earphone is selected 
by means of a two-position rotating switch. Re- 
search has indicated that a single earphone is ade- 
quate for most purposes. The only disadvantage 
is related to switching from one ear to the other. 
This is readily accomplished, however, by having 
the patient handhold the earphone. The entire cir- 
cuit is housed in a metal box which measures 5.5 
by 4 by 2 in. The Oto-chek is powered by a Mallory 
mercury cell battery. The earphones are of the 
dynamic type and are coupled to the ear by a 
standard MX41 AR type rubber cushion. The com- 
plete instrument weighs about 1.5 lb. 


Summary 


The limited frequency screening test provides 
a simple and accurate test for industry, military 
services, school testing programs, and the routine 
needs of the otolaryngologist, pediatrician, internist, 
and general practitioner. It is not necessary to 
make threshold audiograms to satisfy the needs of 
these programs or these physicians; it is sufficient 
to determine only whether a patient has normal 
hearing. Use of the proposed single and double 
frequency screening tests make it possible to deter- 
mine, with a minimum of time, expense, and 
personnel, the presence or absence of impaired 
hearing. 

111 N. Bonnie Brae St. (26) ( Dr. Glorig). 


The Oto-chek used in this study is manufactured by the 
Ambco, Inc., Los Angeles. 
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VESICORECTOSTOMY 


Arnold H. Franzblau, M.D., Charleston, S. C. 


In recent years many excellent techniques have 
been developed for urinary tract diversion after sur- 
gical excision or because of congenital absence or 
certain neurogenic disorders of the bladder. In cer- 
tain patients the bladder itself is intact and able to 
perform its normal function, but the urine cannot 
leave the bladder through its normal urethral chan- 
nel; this condition is found in patients with urethral 
strictures that recur despite multiple attempts at 
excision and reconstruction of the urethra. In 1954, 
Moore ' reported a new technique of lower urinary 
tract diversion by the creation of a permanent fistula 
between the rectum and the bladder in the pres- 
ence of an intact anal sphincter. This he referred 
to as “vesicorectostomy.” On the basis of Moore’s 
initial article, Robbins * reported several cases in 
which this procedure was utilized with a slightly 
modified operative technique. With this information, 
vesicorectostomy was performed on the patient 
whose case forms the basis for this report. In cer- 
tain selected cases it is believed that this procedure 
is indicated, and this paper is presented for the 
purpose of further calling the attention of the pro- 
fession to this procedure. 


Operative Technique 


Preoperatively, the patient receives an intestinal 
preparation consisting of liquid diet for 72 hours 
and 1 Gm. of neomycin sulfate hourly for four doses 
and then 1 Gm. every four hours for the 24 hours 
immediately preceding surgery. A Levin tube is 
passed prior to surgery. The patient is placed in a 
modified dorsal lithotomy position with the thighs 
moderately flexed and abducted. An assistant inserts 
an anoscope into the rectum for counterpressure 
against the anterior rectal wall. Through a midline 
suprapubic incision the bladder is exposed extra- 
peritoneally, and it is entered through an ample 
vertical incision. A 3-cm. transverse incision is made 
in the floor of the bladder just proximal to the 
trigone, very carefully avoiding the ureters, which 
are kept under constant visualization. The incision 
is carried down through all the layers of the floor 
of the bladder, thus exposing the rectovesical space. 
With the anoscope in the rectum for counterpres- 
sure, the anterior rectal wall is grasped and incised 
transversely for a corresponding distance through 
all its layers. The incised rectal mucosa is grasped, 
and the full thickness of the rectal wall, including 
the mucosa, is sutured to the ful] thickness of the 
floor of the bladder, including the mucosa, with 
through-and-through interrupted stitches of 000 
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atraumatic chromic absorbable surgical suture. This 
suture affords hemostasis in addition to creating the 
fistula. The rectovesical fistula thus created is about 
2 cm. in diameter (fig. 1). A 30 F. 5-cc. Foley 
catheter is inserted into the bladder suprapubically, 
and the bladder is closed with a continuous suture 
of 1 chromic absorbable surgical suture. A penrose 
drain is placed to the prevesical space, and the 
wound is closed in layers with interrupted sutures 
of 1 chromic absorbable surgical suture to the 
rectus fascia, interrupted sutures of 00 plain ab- 


‘ sorbable surgical suture to the subcutaneous tis- 


sues, and interrupted sutures of 0000 silk to the 
skin. A dry sterile dressing is applied. A large (36 F.) 
mushroom catheter is placed into the rectum and 
left indwelling, to be connected to straight drainage. 


Report of a Case 


A 58-year-old male was admitted Dec. 17, 1956, with a 
periurethral abscess and multiple urethrocutaneous fistulas. 
The history began on Dec. 23, 1914, when, at the age of 
16, he was initially seen in the genitourinary clinic of Roper 
Hospital with gonorrheal urethritis and chancroids, for 
which he was treated with copaiba (Lafayette’s mixture ) and 
methenamine ( Urotropin) for 11 months. 

The patient presented himself for treatment for the same 
condition in 1917 and in the summer of 1918. In October, 
1918, he was noted to have a urethral stricture which was 
dilated to 16 F. with sounds. He was seen again in July, 
1919, with acute urinary retention. During the next several 
months, he received urethral dilatations. The patient then 
was not seen until 1926, when he was again found to have 
urethral strictures. Blood serologic studies at this time re- 
vealed positive Wasserman and Kahn tests. He was treated 
for similar difficulties in 1934 and 1941, at which time a 
suprapubic cystostomy was performed for acute urinary re- 
tention due to impassable urethral stricture. Subsequently 
the urethra was dilated to 24 F. with sounds. Dilation was 
done in 1945 and 1949, and the patient was seen in Octo- 
ber, 1950, with multiple urethrocutaneous fistulas and im- 
passable urethral strictures, for which he refused surgery. 

He was admitted in November, 1950, for incision and 
drainage of a periurethral abscess. At that time, he refused 
urethrotomy and was discharged in an extremely uncoopera- 
tive state with the strictures still impassable to filiforms. 
When he was seen next in July, 1951, with a one-week 
history of periurethral abscess, his physical examination 
revealed urethral strictures and multiple urethrocutaneous 
fistulas. During this hospital stay, the urine was diverted 
with a cystostomy, and excision of the multiple urethrocu- 
taneous fistulas, external urethrotomy, and urethral recon- 
struction were carried out. Patient was able to void with a 
good stream at the time of discharge and returned to the 
clinic irregularly for dilatations, only to return to the hos- 
pital in April, 1952, with a periurethral abscess and 
urethral stricture (which he claimed was secondary to a 
“straddle injury”). The abscess was drained and the stric- 
ture dilated, but following discharge the patient was not 
seen for five years. 

In the fall of 1956, he was admitted to the surgical 
service for saphenous vein ligation but was transferred to 
the genitourinary service because of impassable urethral 
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strictures and multiple urethrocutaneous fistulas. During 
this admission the patient underwent excision of the urethro- 
cutaneous fistulas, external urethrotomy, and, again, 
urethral reconstruction. At the time of discharge the patient 
was noted to be voiding with a good stream. The patient 
returned to the clinic for dilatations on two occasions and 


Fig. 1.—Diagram of appearance of floor of bladder after 
creation of vesicorectostomy. 


then disappeared for six weeks, only to return with a fili- 
form urethral stricture. This was progressively dilated up 
to 24 F. Several months later the patient was noted to 
have a recurrence of a fistulous tract in the left perianal 
area. This was incised in the clinic and treated with anti- 
biotics and sitz baths. The fistulous tract continued to drain 
in spite of all attempts at therapy, and another tract soon 
appeared. The patient then came for his present admission. 

Physical examination revealed a well-developed, well- 
nourished male in no apparent acute distress. He was noted 
to have the bilateral “saber shins” of congenital syphilis. 
The remainder of physical examination was essentially not 
remarkable, with the exception of the findings pertaining 
to the genitourinary tract. The right scrotum was enlarged 
three times normal size and was mildly tender. The mass 
transilluminated and apparently represented a hydrocele. 
There were multiple fistulous tracts in the perineum and in 
the right and left perianal areas, and small amounts of 
purulent material could be expressed from these. On rectal 
examination, the prostate was noted to be boggy, not tender, 
and enlarged 1+ to 2+. Urine culture revealed 70% 
Aerobacter aerogenes and 30% beta-hemolytic streptococci, 
both sensitive to nitrofurantoin (Furadantin). Intravenous 
pyelograms were essentially normal, with the exception of a 
large bladder calculus and multiple prostatic calculi 
(fig. 2). On Dec. 20, 1956, with the patient under general 
anesthesia, the bladder was opened, a shell-like bladder 
calculus was removed, and a vesicorectostomy was _per- 
formed. 

Postoperatively, the patient did well and urine drained 
through both the rectal and cystostomy catheters. He was 
maintained on a low-residue diet. On the fourth postopera- 
tive day the rectal tube was removed, and on the seventh 
postoperative day the sutures were removed from the 
wound. At this time the patient was noted to be leaking 
urine through the urethra, but this ceased after several 
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days. On Jan. 3, 1957, the multiple urethrocutaneous 
fistulas were excised. It was noted that each fistulous tract 
arose from a large cavernous space, filled with purulent 
material, in the approximate region of the bulbous urethra. 
There was no identifiable urethra in the area of the bulb. 
At the termination of the dissection there was a large 
cavernous space lined with scar tissue and no normal tissue 
in the area with which to attempt to reconstruct the urethra 
or close it off. Accordingly, the space was packed with 
iodoform gauze and the wound was closed over the latter. 
The pack was removed on the fifth postoperative day, and 
the patient was given sitz baths in addition to antibiotics. 
The patient was afebrile with the exception of a temperature 
spike to 103 F (39.4 C) on the 10th day, which responded 
immediately to a change of antibiotic. The perineal sinus 
tract, at the site of the gauze pack, continued to drain 
slightly but appeared to be granulating inward slowly. The 
patient was discharged on Jan. 27, 1957, to be followed up 
in the clinic. The cystostomy tube was draining clear urine. 
The patient was voiding urine per rectum, and there was 
slight drainage of purulent material from the perineal sinus 
tract. 

Several weeks later in the genitourinary clinic, the 
cystostomy tube was clamped as a trial, and the patient 
voided per rectum every two hours without difficulty. 


Fig. 2.—Preoperative pyelogram revealing normal upper 
tract and bladder calculus. 


There was no urinary drainage per urethra. The cystostomy 
tube was removed, and the suprapubic sinus healed ‘over 
rapidly. In the six months following the vesicorectostomy, 
the perineal fistulous tract continued to drain purulent ma- 
terial in variable amounts. Recently, the tract has been 
receiving irrigations of 5% solution of strong silver protein 
(Protargol), with considerable reduction in the quantity of 
the drainage. Should the tract continue to drain, a second 
attempt at excision will have to be made. 
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On June 12, 1957, intravenous pyelograms revealed 
prompt excretion and good concentration of the contrast 
medium in five minutes from both kidneys. The calyces 
were well cupped, and the renal pelvis and ureters appeared 
normal bilaterally. The contrast medium was noted to be 
draining from the bladder into the rectum (fig. 3). The 


Fig. 3.—Pyelogram taken six months postoperatively re- 
vealing normal upper tracts and showing contrast medium 
escaping from bladder to rectum as a result of vesicorectos- 
tomy. 


blood urea nitrogen level at this time was 17 mg. per 
100 cc. The patient is fully ambulatory at the time of 
writing and, with the exception of the annoyance of the 
drainage from the perineal sinus tract, is quite satisfied with 
the results of the vesicorectostomy. 


Comment 
The above-described operative technique may 
perhaps be modified slightly in the future in the 
light of Robbins’ article* (which was published 
about one month after the operation ). It is felt that 


the suprapubic catheter drainage after surgery af- 
fords an additional measure of safety without any 
additional morbidity. Its use may, however, be 
modified in the future. In the case reported here, it 
was probably maintained longer than was necessary. 
Others * have recommended digital dilatation of the 
vesicorectostomy through the rectum. In this patient 
the high position of the floor of the bladder pre- 
vented this. 

The indications for this procedure would seem to 
be any situation in which an intact bladder is pres- 
ent but there is a need for the diversion of urine 
from this bladder through a channel other than the 
urethra. An intact anal sphincter is, of course, nec- 
essary. The possible complication of severe cystitis 
has not been encountered, nor has pyelonephritis 
been noted. The patient has been instructed to void 
per rectum every two hours, and, with a large fistula 
on the floor of the bladder, it would seem that the 
bladder should not become overdistended with 
possible ureteral reflux. The “sphincter-like” action 
of the normal ureterovesical junction probably helps 
to prevent regurgitation of intestinal contents to the 
kidneys. In this regard, perhaps a preoperative cys- 
togram and delayed cystogram would be indicated 
to rule out the possibility of ureteral reflux, which 
would contraindicate the procedure. Poor renal 
function, acute and chronic pyelonephritis, and such 
other renal abnormalities as hydronephrosis and 
calculus would also contraindicate vesicorectos- 
tomy. 

Summary 


The technique of creation of a permanent vesi- 
corectal fistula, or vesicorectostomy, has been found 
useful in the treatment of patients with impassable 
urethral strictures. Vesicorectostomy was success- 
fully carried out in a 58-year-old man with a peri- 
urethral abscess and multiple urethrocutaneous 
fistulas. Neither cystitis nor pyelonephritis occurred. 


724 Main St., Laconia, N. H. 
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REEDOM TO THINK.—There is a more important freedom than any of those 

mentioned in Mr. Roosevelt’s famous four. It is the freedom to think. What good 

is freedom of speech without freedom to think? In this, science is the freest way 
of life I know of. It is free to think. It can entertain new ideas and concepts as no 
other way of life can. The politician must ask what the effect of a new concept will 
be on his party and on his political fortunes. The chauvinist must ask what the effect 
will be on his nation or race. The sectarian must ask whether the concept is truly 
orthodox, whether it falls within the tenets of his sect. The scientist asks only if it 
is true or if it shows promise as a working hypothesis.—R, S. Gill, Scientific Free- 
dom, Journal of Forensic Sciences, January, 1958. 
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FURTHER OBSERVATIONS ON 


CYSTINOSIS IN THE ADULT 


David G. Cogan, M.D., Toichiro Kuwabara, M.D., Cornelius $. Hurlbut Jr., Ph.D. 


and 


Virginia McMurray, Ph.D., Boston 


In a recent publication,’ several of us reported a 
patient with cystine crystals in the conjunctiva and 
cornea, a sign which is thought to be pathogno- 
monic of systemic cystinosis. The chief interest in 
this case revolved around the fact that the patient 
was a healthy adult of normal physique, whereas 
the cystinosis of infancy results in renal rickets 
and usually death within the first one or two 
decades of life. Furthermore, our patient showed 
neither amino acid disturbance in the blood nor 
renal disturbance, which is characteristic of in- 
fantile cystinosis. In our previous article, the term 
Lignac-Fanconi syndrome was used synonymously 
with the term cystinosis. This was in keeping with 
the terminology employed by Bickel and co- 
workers.’ Since then, our attention has been called 
to an article by DeToni,* in which he proposes the 
name Abderhalden-Kaufman-Lignac syndrome for 
this entity as being historically more accurate. 

Since the publication of our preliminary report 
and, in part, on account of it, several aspects have 
come to light which warrant a further note. In the 
first place, our case was unique in that it was the 
only verified instance of cystinosis in an adult. We 
were, however, able to find and cite a case reported 
by Burki and Rohner* which was thought at 
the time to be cystinosis in an adult, but the con- 
junctival biopsy and sternal marrow were negative. 
Correspondence with Burki® has now indicated 
that this patient subsequently died of multiple 
myelomatosis. A small piece of cornea removed at 
autopsy showed deposits of paraprotein, such as 
has been found in other cases of multiple 
myeloma,” and it is now concluded that this was 
not a case of cystinosis. (Myelomatosis was ruled 
out in our patient by his age, 23 years, by his 
normal electrophoretic pattern of blood proteins, 
and by the repeatedly normal urinalyses. ) 

Secondly, we recontacted our patient and per- 
suaded him, on the basis of the uniqueness of his 
case, to permit a sternal puncture, another con- 
junctival biopsy (this time for study by x-ray 
diffraction), and a skin biopsy. Smears of the 
sternal puncture showed a considerable number of 
crystals (fig. 1). These were vividly birefringent 
and mostly rod-shaped and tended to have a rela- 
tively uniform breadth of 2 to 3 » with a variable 
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length up to 10 ». The variable length may have 
been due to fragmentation. The crystals were seen 
in fresh smears, smears fixed in 90% alcohol solu- 
tion, or smears fixed in methyl alcohol and stained 
with Wright's solution. Staining by the von Kossa 
or Giemsa technique resulted in some distortion of 
the crystals. The crystals were extracellular and 
appeared to have given rise to no reaction. No 
such crystals were seen in control smears removed 
from patients with various other disease entities. 


1.—A, unretouched photograph of bone marrow 
smear showing cluster of crystals among red blood cells. 


Fig. 
Smear was fixed in alcohol and mounted in Permount 
(Fisher) but not stained. Photograph was taken with oil 
immersion. B, photograph of bone marrow smear taken 


with crossed polaroids showing scattered birefringent crys- 
tals. 


The clot obtained by sternal puncture was fixed 
in alcohol, dehydrated, and embedded in paraffin. 
It showed the same type of crystals as had been 
seen in the smear. 

The conjunctival specimen, removed from the 
eye opposite that previously biopsied, was fixed in 
95% alcohol solution and prepared en bloc for 
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study by x-ray diffraction. This specimen was fur- 
ther dehydrated in 100% alcohol and then passed 
through ether. It was blotted dry, fixed to a glass 
slide with collodion, and subjected to x-ray diffrac- 
tion with use of a Norelco diffractometer. Subse- 
quently, the specimen was prepared for crystallo- 
graphic examination according to the x-ray powder 
diffraction technique. Similar diffractometric and 
powder techniques were employed with use of 
known samples of t-cystine (C. P.) and a piece of 
conjunctiva removed from a patient without evi- 
dence of cystinosis. 


A 


Fig. 2.—Diffractometric graph of A, normal conjunctiva; 
B, known t-cystine crystals; and C, conjunctival biopsy of 
patient. While varying in magnitude, peaks of test speci- 
men (C) coincide with those of t-cystine (B). Normal 
conjunctiva, on the other hand, shows no significant peaks. 


In the diffractometer graph of the test sample the 
same strong peaks appeared as in the control 
graph (fig. 2), which is interpreted as unequivocal 
evidence for the identity of the crystals as cystine. 
The powder technique also gave a similar “signa- 
ture” for the test and control samples, but owing 
to the small number of crystals the photograph is 
not as striking for the test sample as for the control. 
The control sample of normal conjunctiva gave no 
indication of cystine crystals. 
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The skin specimen, removed from the axilla, was 
sectioned in the fresh-frozen state and after fixation 
in 90% alcohol. No crystals were seen. The possi- 
bility that crystals in the skin would have been 
dissolved out by the procainamide (Novocain) in- 
filtration seems unlikely since the conjunctival tissue 
was similarly obtained after procainamide infiltra- 
tion. 

Comment 


Further study of the case of adult cystinosis has 
shown that the characteristic crystals were also 
found in the sternal marrow but not in the skin. 
Adding to the previous evidence of chroma- 
tography and solubility, further identification of the 
crystals has been obtained through x-ray diffrac- 
tometry. There would appear to be little or no 
doubt, therefore, that the crystals were cystine. 

Through the kind offer of Dr. C. E. Dent, who 
has been one of the outstanding investigators of 
infantile cystinosis,’ we obtained further data on 
the urine of our patient. The urinary amino acid 
chromatogram done by Dr. Dent was normal. There 
was no aminoaciduria, and the pattern, which 
mainly was composed of glycine, taurine, and histi- 
dine, was also well within the normal range. 


Summary and Conclusions 


Further information on the case of adult cystino- 
sis previously reported has indicated that (1) the 
characteristic crystals were also present in the 
sternal marrow, although not in the skin; (2) 
the conjunctival crystals were shown to be cystine 
by x-ray diffractometry; and (3) this is the first ver- 
ified case of adult cystinosis to have been reported. 

The significance of our case, aside from its 
uniqueness, is the recognition of an adult form of 
cystinosis. Contrary to the fatal prognosis of the 
infantile form, cystinosis in the adult is compatible 
with a normal physique and general good health. 

243 Charles St. (14) (Dr. Cogan). 
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CURRENT STATUS OF THERAPY IN PEPTIC ULCER 
Joseph B. Kirsner, M.D., Ph.D., Chicago 


Introduction 


Peptic ulcer is one of the important medical 
problems of our time. Its incidence in the general 
population is not known precisely but in the United 
States probably approximates 10% on a lifetime 
basis. The annual mortality has been estimated in 
excess of 10,000 persons. 

Peptic ulcer is the product of an abnormal physi- 
ology characterized by inability of localized areas 
of the stomach and duodenum to withstand the 
digestive action of acid gastric juice. In gastric 
ulcer, the output of hydrochloric acid is normal 
or low, but its corrosive effect presumably sur- 
passes the diminished resistance of the gastric 
mucosa. In duodenal ulcer, the secretion of hydro- 
chloric acid is excessive, two to four times greater 
than normal, and its digestive capacity exceeds the 
apparently normal resistance of the duodenal 
mucosa; however, localized areas of vulnerability 
also may exist in the duodenum, as in the stomach. 
The hypersecretion in duodenal ulcer is demon- 
strable for 1 or 24 hours, between meals, during 
the night, and after the ulcer has healed. Its 
mechanism is not established completely. Ana- 
tomically, it seems to be correlated with an in- 
creased number of parietal cells in the fundus and 
body of the stomach. Physiologically, histamine, 
acetylcholine, hormonal factors, including gastrin 
from the antrum, and adrenocortical hyperfunction 
have received consideration. Present evidence tends 
to emphasize the role of vagal hyperactivity, act- 
ing upon a more responsive gastric secretory mech- 
anism; however, other factors, chemical and 
humoral, undoubtedly are involved. Peptic ulcer 
occurs only among individuals capable of secreting 
acid and only in those areas of the digestive tract 
exposed to hydrochloric acid, namely, the lower 
portion of the esophagus, the stomach, the first 
portion of the duodenum, the jejunum in a patent 
gastroenterostomy, and in a Meckel’s diverticulum 
containing acid-secreting gastric mucosa. Most 
techniques for producing ulcers experimentally in- 
volve the overproduction of hydrochloric acid or 
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interference with the usual mechanisms for neutral- 
izing and buffering the acid. The role of hydro- 
chloric acid in the pathogenesis of peptic ulcer 
thus may be compared to that of the essential 
catalyst in a chemical reaction; other ingredients 
(etiological factors) are involved in the process, 
but, in the absence of the hydrochloric acid, the 
reaction cannot proceed. 
Tissue Resistance 

A priori, tissue vulnerability, localized or diffuse, 
should be a significant factor in the development of 
peptic ulcer. However, little is known of the nature 
of tissue resistance, Alterations in the rate of re- 
generation of epithelial cells, in the mucous barrier 
and in the vascular supply to the stomach and 
duodenum, may be important; other mechanisms 
probably are involved, but their identity is not 
known. 

In the absence of a specific cause, the treatment 
of peptic ulcer emphasizes protection of the gas- 
troduodenal mucosa from the digestive action of 
hydrochloric acid. This objective probably would 
be accomplished by increasing tissue resistance. 
However, there is no established procedure for 
improving the defenses of the stomach and the 
duodenum directly. The animal tissue extracts, 
hormonal substances, extracts of pregnant mares’ 
urine, cabbage juice, chlorophyll, and other ma- 
terials of uncertain composition suggested for this 
purpose are of no value. The resistance of the 
stomach and the duodenum probably is enhanced 
indirectly by improving the general health of the 
patient, by eliminating gastric irritants in food, 
drink, and medication (alcohol, salicylates), and 
by avoiding excessive physical and emotional stress. 

Therapeutic Objectives 

The complete elimination of hydrochloric acid 
would abolish peptic ulcer, regardless of tissue 
susceptibility and other possible etiological factors. 
However, no method, pharmacological, medical, 
or surgical, except total gastrectomy, consistently 
produces complete and permanent anacidity; hence, 
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no procedure per se regularly cures the disease. 
Therapy emphasizes the effective neutralization or 
inhibition of hydrochloric acid and concurrent 
elimination of peptic activity. The clinical objec- 
tives are relief of pain, complete healing of the 
ulcer, and prevention of complications and recur- 
rences. Because of the natural tendency to healing 
and recurrence, accurate evaluation of treatment 
in peptic ulcer requires prolonged and well-con- 
trolled observation for at least two years and pref- 
erably longer. 


Therapeutic Management 


Diet.—There is no satisfactory evidence relating 
the usual peptic ulcer to abnormal protein metab- 
olism or to a dietetic deficiency requiring special 
nutritional supplements. Thus, there appears to be 
no scientific basis in man for the use of prepara- 
tions such as a mixture of extracts of cattle liver, 
brains, and adrenals, together with dehydrated 
milk and cream, choline hydrochloride, vitamins, 
and minerals (Exul). The protein-vitamin-mineral 
supplement (Sustagen) and similar preparations, 
administered as a drink or intragastric drip, pro- 
vide additional calories and may buffer hydro- 
chloric acid; however, they are not necessary when 
the intake and digestion of food are normal. The 
ulcer patient is capable of eating a more liberal 
diet than has been advocated in the past. Restric- 
tion of food does not necessarily cure peptic ulcer. 
On the other hand, disregard of dietary considera- 
tions neglects a useful means of relieving distress, 
for certain foods may irritate the gastroduodenal 
mucosa and contribute to ulcer pain. 

The dietary management of peptic ulcer empha- 
sizes frequent feedings of bland foods, avoids 
mechanical, chemical, or thermal irritants, provides 
adequate amounts of proteins, carbohydrates, calor- 
ies, minerals, and vitamins, and assists in the 
neutralizing and buffering of the gastric contents. 
The diet includes whole milk and 22% cream, or 
half and half (12% cream), taken as an equal mix- 
ture in quantities of 90 to 120 cc. (3 or 4 oz.) 
hourly from 7 a. m. to 7 p. m. Chocolate, malt, and 
protein supplements may be added if a gain in 
weight is desired. Skimmed milk may be substituted 
if the patient is obese. In the absence of gastric 
retention, additional food is administered in the 
form of six feedings daily. The feedings initially 
are selected from the following items: cooked 
cereals, soft boiled eggs, toast, butter, strained 
cream soups, custards, puddings, plain cookies, 
jello, and ice cream. After 7 to 10 days of complete 
relief from ulcer distress, or sooner in the absence 
of obstruction, the feedings are replaced by a 
three-meal diet consisting of a substantial breakfast 
and noon meal and a moderate supper; a small 
feeding later in the evening also is permissible. The 
meals are selected from the following list: 


Cereals 


Cream of wheat 
Farina 
Refined rice 
Rice krispies 
Puffed rice 
Rice flakes 
Macaroni 
Noodles 
Spaghetti 
Vermicelli 
Corn flakes 
Oatmeal 


Eggs 


Soft boiled 
Soft scrambled 
Soft omelet 
Poached 

Soft baked 
Hard cooked 


Cheese 


Cream 
American 
Swiss 
Cottage 


Milk, Milk Products 


Buttermilk 
Milk 
Cocoa 
Ovaltine 
Eggnog 
Butter 


Beverages (1 cup) 


ea 

Sanka or Kaffe Hag 
Coffee 

Postum 


Potatoes 


Baked Irish 
Mashed Irish 
Au gratin 
Escalloped 
Boiled 


Cooked or Canned Fruits 


Prunes 

Peaches 

Applesauce 

Plums 

Apricots 

Pears 

Baked apples (no skin) 
Pineapple 


Raw Fruits 


Bananas 

Oranges (juice, sections, 
whole) 

Grapefruit 


Cooked or Canned 
Vegetables 


Asparagus 
String beans 
Carrots 
Spinach 

Sweet potatoes 
Peas 

Tomatoes 
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Breads 
White 
Toast 
Melba toast 
Toasted crackers 
Croutons 
Bread sticks 
Milk toast 
Biscuits of white flour 
Plain rolls 
Zwieback 
Soda 


Soups 
Consommé 
Chicken broth 
Vegetable 
Rice, creamed 
Potato, creamed 
Celery, creamed 
Tomato, creamed 
Asparagus, creamed 
-Mushroom, creamed 


Fish 
Salmon, creamed 
Tunafish, creamed 
Whitefish, creamed 
Whitefish, baked 


Mackerel 
Halibut 
Flounder 


Meats 
Crisp bacon 
Chicken 
Turkey 
Beef 
Lamb 
Meat loaf 
Steak 
Veal 
Hamburger 


Desserts 
Vanilla custard 
Caramel custard 
Floating island 
Rice custard 
Bread pudding 
Tapioca pudding 
Cornstarch pudding 
Plain jello 
Cottage pudding 
Angel food cake 
Ice-box cake 
Plain cake 
Lady fingers 
Sponge cake 
Arrowroot cookies 
Ice cream, plain 


Miscellaneous 


Jelly 
Marmalade 
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All foods should be well cooked and chewed 
thoroughly. One cup of coffee in the morning and 
one or two cups of tea during the day may be 
permitted. The following foods should be avoided: 
seasonings, spices, meat extractives, alcoholic and 
carbonated drinks, cabbage, turnips, corn, nuts, 
sausage, pork and pork products (except bacon), 
and fried, very hot, or very cold foods. The intake 
of milk and cream is decreased gradually from 
hourly intervals to two-hour intervals and_ulti- 
mately to between meals. The bland three-meal 
diet is continued indefinitely, with further additions 
as indicated by the progress of the patient. The 
casual suggestion to “watch your diet” or “avoid 
irritating foods” is vague and ineffectual. The pro- 
gram should be outlined clearly, preferably in a 
printed list of those foods to be eaten and those to 
be avoided. 

Antacids.—The purpose of antacid therapy is 
constant neutralization of the acid gastric content. 
The ideal antacid theoretically should possess these 
advantages: prolonged, effective neutralization 
when administered orally in acceptable amounts, 
absence of subsequent stimulation of secretion, no 
untoward systemic effects such as alkalosis, no 
cathartic or constipating action, no interference 
with digestive or absorptive processes, palatability, 
and low cost. These qualities each are desirable, 
but they are not of equal importance. Serious toxic 
effects would obviate the usefulness of an other- 
wise potent antacid. The absence of constipation or 
diarrhea is of secondary clinical value when there 
is little or no neutralizing action. Effective neutral- 
ization is maintenance of the pH of the gastric 
content between 4.0 and 5.0, or higher; at this 
hydrogen ion concentration, acid and peptic activ- 
ity are practically absent. On the other hand, 
peptic ulcer probably heals with less complete 
control of gastric acidity. 

The ideal antacid thus far has not been de- 
veloped. Neutralizing efficiency in patients with 
duodenal ulcer is limited by the excessive rate of 
gastric secretion and by the rate of gastric empty- 
ing. On the other hand, antacids neutralize hydro- 
chloric acid at least partially, relieving pain and 
facilitating healing. Many preparations are avail- 
able. The most potent compound probably is cal- 
cium carbonate, administered in quantities of 2 to 
4 Gm. hourly during the day and evening (7 a. m. 
to 9 p. m.). The principal disadvantage of calcium 
arbonate therapy is constipation, especially in 
older patients; this usually can be corrected by sub- 
stitution of the more laxative magnesium carbonate 
in amounts required by the individual patient. 
Careful attention to bowel function is necessary 
with all types of antacid therapy. 

Therapy with milk and calcium carbonate may 
be complicated infrequently by the hypercalcemic 
syndrome. This disorder is characterized clinically 
by weakness, headache, distaste for milk and food, 
and by nausea and vomiting. The chemical features 
are elevation of the serum calcium and blood urea 
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nitrogen levels and temporarily depressed renal 
function. This complication is more likely to occur 
in older patients with hypertension and preexisting 
impairment of renal function, or in those in whom 
renal physiology is disturbed by gastrointestinal 
hemorrhage or electrolyte and fluid depletion. It 
has been observed also in patients taking milk and 
cream and sodium bicarbonate only. The syndrome 
subsides rapidly after discontinuance of milk and 
alkali and the intravenous administration of isotonic 
sodium chloride solution or dextrose and water for 
injection. 

Combinations of calcium carbonate with glycine 
or calcium caseinate do not appear to offer special 
neutralizing advantages. Magnesium carbonate and 
magnesium oxide are potent antacids; because of 
their laxative effect, they are prescribed chiefly 
to counteract the constipating action of the ulcer 
regimen. Tribasic calcium phosphate, tribasic mag- 
nesium phosphate, magnesium trisilicate, magne- 
sium hydroxide, magnesium tartrate, calcium 
tartrate, and dihydroxyaluminum sodium carbon- 
ate, in doses of 2 to 4 Gm. hourly, neutralize gastric 
acidity in varying degrees. Aluminum hydroxide 
( Alkagel, Al-U-Creme, Aluminum Hydroxide, Am- 
phojel, Creamalin), aluminum phosphate (Phos- 
phaljel), and basic aluminum carbonate ( Basaljel), 
taken alone in liquid or gel form in doses of 8 to 
16 ce., and in various mixtures, partially neutralize 
gastric acidity. Their capacity to inactivate pepsin 
in vivo seems no greater than that of calcium car- 
bonate; the astringent, demulcent, and coating 
properties attributed to them are not susceptible 
to scientific measurement in man. Aluminum hy- 
droxide increases the excretion of phosphate in the 
feces; however, the serum electrolytes are not 
altered. The constipating effect of aluminum hy- 
droxide may be counteracted with administration 
of magnesium trisilicate or magnesium hydroxide. 
Hydrated sodium aluminum silicate, “nonreactive” 
aluminum hydroxide, dihydroxyaluminum 
aminoacetate ( Alglyn, Alzinox, Aspogen, Dimothyn, 
Doraxamin, Robalate) do not appear to offer any 
special advantages. 

Anion exchange resins, such as polyamine- 
methylene resin (Exorbin, Resinat), are large in- 
soluble bases with the capacity to absorb the anion 
of an acid, forming an insoluble resin salt. In 
alkaline intestinal contents the anion exchange is 
reversed, and the resin is restored to its original 
state. Various resins, alone or in combination with 
antacids, are available; they may lower gastric 
acidity partially in man. Bismuth salts and hog 
gastric mucin have no neutralizing value. Sodium 
carboxymethylcellulose (Carmethose, CMC Cellu- 
lose Gum, Sodium Carboxymethylcellulose, Thylose 
Sodium), alone or in combination, does not offer 
any special advantages. Protein hydrolysates 
(Aminonat, Caminoids) given orally may decrease 
acidity temporarily, but not impressively. The 
antacid effect of sodium bicarbonate is pronounced 
but transient; it is not prescribed because of the 
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possibility of alkalosis when taken in large quan- 
tities, especially in patients with impaired renal 
function. 

In addition to powders and liquids or gels, some 
antacids are available also as tablets; these prepara- 
tions contain aluminum hydroxide, magnesium 
trisilicate, calcium carbonate, magnesium oxide, or 
magnesium carbonate, alone, in various quantities 
and mixtures, or combined with resins, milk pro- 
teins, and vitamins. Antacid tablets are inferior to 
powdered or liquid preparations because of the 
smaller amounts entering into the reaction with 
hydrochloric acid; however, rapidly disintegrating 
tablets may obviate this difficulty. Their principal 
usefulness is as adjunct antacid medication taken 
away from home or at work, and their effectiveness 
is dependent upon adequate dosage. A compressed 
tablet containing milk solids with 220 mg. of 
magnesium trisilicate, 120 mg. of magnesium 
oxide, 120 mg. of calcium carbonate, and 30 mg. 
of magnesium carbonate (Nulacin) also is avail- 
able. The tablet is kept between gum and cheek 
and is allowed to dissolve gradually by continuous 
sucking; 10 to 16 tablets thus may be taken daily. 
This medicament may neutralize acid more effec- 
tively than do standard tablets, but the amounts 
of antacid are very small. The continuous retention 
of a large tablet in the mouth may become a 
tedious ritual, acceptable only to occasional pa- 
tients. 

Antacids act locally upon the gastric contents; 
since they do not influence the acid-secreting cells, 
their neutralizing effect is temporary and disap- 
pears when the medicament is discontinued. Since 
the healing time of peptic ulcer may be prolonged 
and since ulcers often recur, antacid therapy must 
be prolonged. The hourly schedule is continued 
until the ulcer has healed completely. The antacid 
then is prescribed at intervals of two and three 
hours, and, subsequently, once or twice between 
meals and during the evening; many patients main- 
tain this latter program indefinitely. The adminis- 
tration of small quantities of mild antacids 
immediately after meals, a not uncommon practice, 
is impractical and ineffective, since the food alone 
may neutralize acid during this period, and the 
intervals between medication are too long. If ant- 
acids are to be prescribed only occasionally, they 
are more useful several hours after meals when the 
buffering effect of food has been dissipated. 

Gastric acidity also may be neutralized by the 
continuous administration of milk and cream and 
alkali, administered through an intragastric tube. 
One liter of milk containing 5 Gm. of sodium bi- 
carbonate may be administered every eight hours. 
Another solution is prepared by mixing 100 cc. of 
aluminum hydroxide or aluminum phosphate gel 
with 300 or 400 cc. of warm tap water; it is ad- 
ministered at a rate of 15 to 20 drops per minute; 
1,500 to 3,000 cc. of the diluted suspension may be 
given in 24 hours. Food supplements may be given 
similarly as an additional source of calories for the 
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nutritionally depleted patient. For example, one 
pound of the previously mentioned protein-vitamin- 
mineral supplement in one-quart solution provides 
300 Gm. of carbohydrate, 150 Gm. of protein, 15 
Gm. of fat, and 1,750 calories. It is administered at 
the rate of 80 to 100 drops per minute. The intra- 
gastric drip may be maintained for the 12-hour 
night period or continuously for as long as 7 to 
10 days. The procedure has been recommended in 
patients with gastric hypersecretion and severe 
ulcer pain not controlled by ordinary measures, 
and occasionally in the treatment of massive hem- 
orrhage; it is contraindicated in the presence of 
pyloric obstruction. 

Gastric Antisecretory Compounds.—Diet and 
antacids do not control gastric acidity in peptic 
ulcer completely or continuously. Furthermore, 
many patients are reluctant to continue such a 
meticulous program indefinitely. Interest in anti- 
cholinergic medication is based upon the theoretical 
possibility of prolonged suppression of acid secre- 
tion, permitting a more liberal program. Anti- 
cholinergic drugs interfere with the transmission of 
nerve impulses mediated by acetylcholine at the 
neuroeffector junctions of postganglionic choliner- 
gic nerves. Their use in peptic ulcer is based upon 
the concept that parasympathetic (vagal) hyper- 
activity is chiefly responsible for the gastric 
hypersecretion of duodenal ulcer and the expecta- 
tion that these compounds will suppress the neuro- 
genic mechanism. Actually, other phases of gastric 
secretion also may be influenced by these agents. 
Most anticholinergic drugs also inhibit gastroin- 
testinal motility and diminish muscle spasm. 
However, this effect, although it may contribute to 
the relief of abdominal pain, is not essential to the 
healing of peptic ulcer. 

Average doses of tincture or powdered extract 
of belladonna do not inhibit acid secretion signifi- 
cantly in patients with peptic ulcer. Atropine sul- 
fate, 0.5 mg. given three or four times daily by 
mouth, is partially effective; the same dosage given 
intramuscularly reduces the volume of secretion 
and the output of acid occasionally. Systemic 
manifestations of parasympathetic inhibition are 
frequent with dosages sufficient to inhibit gastric 
secretion in man. The chief usefulness of atropine 
and similar compounds in ulcer therapy may be to 
delay gastric emptying, permitting a longer period 
of interaction between acid and antacid. Synthetic 
atropine substitutes, including amprotropine (Syn- 
tropan) phosphate, homatropine methylbromide 
(Malcotran, Mesopin, Novatrin), adiphenine hy- 
drochloride (Trasentin), dibutoline (Dibuline) 
sulfate, and dicyclomine (Bentyl) hydrochloride, 
are less effective than atropine. The quaternary 
ammonium compounds, tetraethylammonium (Eta- 
mon) chloride or tetraethylammonium bromide, 
administered parenterally, and hexamethonium 
(Bistrium, Esomid, Hexameton, Hiohex, Methium ) 
salts, prescribed orally, may inhibit acid tempor- 
arily. However, these drugs cause disturbing 
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side-effects, including postural hypotension and 
intestinal atony, and are not intended for use in 
ulcer therapy. 
Methantheline (Banthine) bromide temporarily 
suppresses gastric acidity when injected intramus- 
cularly in doses exceeding 0.03 mg. per kilogram 
of body weight. The antisecretory effect after oral 
administration is less impressive. Single oral doses 
of 50 or 100 mg. of methantheline bromide may 
lower the volume of secretion; however, the con- 
centration of hydrochloric acid remains unchanged. 
Dosages of 50 or 100 mg. given orally four times 
daily may provide symptomatic relief, but side- 
effects are common. Peptic ulcer may recur during 
the use of methantheline bromide; patients oc- 
casionally appear to develop a tolerance to the 
medication. The antisecretory effect of diphemanil 
(Prantal) methylsulfate resembles that of meth- 
antheline bromide. However, side-effects are less 
frequent, and 400 to 800 mg. or more may be taken 
by mouth daily without apparent discomfort. 
Many new gastric antisecretory compounds have 
been developed. Some of these include the follow- 
ing agents. 
Suggested 
Daily Dose 
for Adults, 
Drug 

Benzomethamine (Cotranul ) chloride 

Clidinium (Marplan) bromide 

Hexocyclium (Tral) methylsulfate 

Homatropine ( Malcotran, Mesopin, Novatrin) 

methylbromide 

Methscopolamine (Lescopine, Pamine) 

bromide 
Methscopolamine (Skopolate) nitrate 
Oxyphenonium (Antrenyl) bromide 
Penthienate (Monodral) bromide 
Pipenzolate (Piptal) methylbromide 
Piperphenamine (Darstine) bromide 
Propantheline (Pro-Banthine) bromide 
Tricyclamol (Elorine, Tricoloid ) 

methylsulfate 
Tridihexethyl (Pathilon) iodide 


Anticholinergic compounds are much more po- 
tent when administered intramuscularly than orally, 
but parenteral therapy, except in occasional hos- 
pitalized patients, is not practical. Since they are 
more effective against basal-stimulated secretion 
than against food-stimulated secretion, the medi- 
cation is taken before meals. Increased amounts, 
two or three times larger than average, are pre- 
scribed at bedtime in an effort to lower the exces- 
sive nocturnal gastric secretion. Since the action 
of these drugs is limited to the period of admin- 
istration, they must be taken continuously. The 
objective in peptic ulcer is prolonged inhibition 
of gastric secretion; therefore, treatment is main- 
tained for long periods of time. The important 
considerations in anticholinergic therapy are the 
use of sufficient quantities and sustained regular 
use of the medicament. 
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No single anticholinergic compound excels in 
gastric inhibitory capacity, clinica] tolerance, and 
therapeutic value, although several appear to be 
more effective than the majority; these include 
methscopolamine, propantheline, penthienate, ho- 
matropine, hexocyclium, and several additional 
compounds now under study. In general, the drugs 
that lower acidity most effectively also tend to 
produce systemic manifestations of parasympathet- 
ic inhibition. The symptoms include dryness of the 
mouth, blurring of vision, constipation, slowing of 
the urinary stream, headache, drowsiness, heart- 
burn, tachycardia, choking sensation, and mental 
confusion. 

The ideal gastric antisecretory agent, suppressing 
acidity for long periods of time after oral adminis- 
tration, without development of tolerance and with 
minimal or no side-effects, thus remains to be 
synthesized. Present compounds do not produce a 
true “medical vagotomy.” However, they are supe- 
rior to belladonna, atropine, methantheline, and di- 
phemanil. Several preparations, administered orally, 
may decrease acid secretion, at least temporarily. 
As adjuncts to antacids, they probably facilitate 
more efficient neutralization of the gastric contents; 
and, in occasional patients at least, they may bene- 
fit not only the immediate course but also the 
long-term course of peptic ulcer. On the other 
hand, their value in preventing the complications 
of peptic ulcer and in decreasing the need for 
surgery has not been established. The use of anti- 
cholinergic drugs alone in the management of 
peptic ulcer is not recommended. These compounds 
are contraindicated in the presence of pyloric ob- 
struction, incipient glaucoma, prostatic hypertro- 
phy, and cardiospasm. The continued synthesis of 
new preparations indicates that the chemical pos- 
sibilities in this field have not been exhausted. 

Ineffective Compounds.—The available antihista- 
minic compounds do not lower gastric acidity 
significantly in man and are of no value in the 
treatment of peptic ulcer. Endocrine preparations, 
including parathyroid extract, posterior pituitary 
extract, enterogastrone, urogastrone, sex hormones, 
and desoxycorticosterone acetate (Cortate, De- 
cortin, Decosterone, Doca Acetate, Percorten ), do 
not reduce gastric acidity significantly in patients 
with duodenal ulcer. Compounds inhibiting the 
enzyme carbonic anhydrase may lower the output 
of hydrochloric acid after intravenous administra- 
tion. However, large quantities of carbonic anhy- 
drase inhibitors, such as acetazolamide ( Diamox ) 
given orally, do not suppress gastric secretion 
significantly or continuously in patients with duo- 
denal ulcer. 

In the absence of a specific cure, the number of 
alleged ulcer remedies remains enormous. Many 
have been discredited. Current evidence indicates 
that the following substances also should be dis- 
carded for this purpose: detergents such as sodium 
alkyl sulfate, urea-formaldehyde resins, thixotropic 
gels, bile salts, histidine, extracts of pregnant mares’ 
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urine, extracts of animal stomach, duodenum, and 
colon, chlorophyll, and cabbage juice. Surface- 
coating agents that theoretically protect the ulcer 
from hydrochloric acid, such as emulsified di- 
methylpolysiloxanes, have not been developed for 
clinical use. 

Gastric Aspiration.—Nightly aspiration of the 
stomach with an Ewald or Levin tube is useful in 
hospitalized patients with gastric retention, since it 
removes a considerable quantity of acid content, 
otherwise bathing the ulcer and contributing to its 
activity. Gastric aspiration also is an effective 
method of relieving severe ulcer distress, and it 
may provide important information regarding the 
management of patients with retention. A decrease 
in the nightly aspiration to a volume of 90 to 120 cc. 
suggests that inflammation, edema, and spasm may 
be causing the obstruction, rather than cicatricial 
stenosis. Persistently large aspirates, on the other 
hand, indicate organic obstruction, necessitating 
surgical treatment. 

Roentgen Irradiation of the Stomach.—Mild 
roentgen irradiation of the stomach may be utilized 
as adjunct therapy for the purpose of decreasing 
or suppressing completely the secretion of hydro- 
chloric acid. Approximately 1,600 to 2,000 r, total 
depth dose, is directed in 10 divided applications 
to the fundus and body of the stomach, over 
fluoroscopically outlined anterior and _ posterior 
portals. The inhibitory effect of irradiation upon 
gastric secretion depends upon the destruction of 
parietal cells. The development of anacidity is fol- 
lowed invariably by complete healing of the ulcer 
and by no recurrence for the duration of the 
anacidity. Although the degree of secretory inhibi- 
tion is quite variable, the clinical course often 
seems distinctly benefited. Harmful effects have 
not been observed. Gastric irradiation also has been 
combined with the surgical procedure of antro- 
duodenectomy. Approximately two months after 
operation, a depth dose of 2,000 r is delivered in 
divided amounts during a period of three weeks. 
Roentgen irradiation of the stomach, despite favor- 
able reports, thus far has not been widely used as a 
therapeutic adjunct in peptic ulcer. The procedure 
is not employed in children or young men and 
women. Its primary indication is for recurrent pep- 
tic ulcer not consistently controlled by adequate 
medical management in individuals above the age 
of 45 years. 

Special Problems 


Physical and Emotional Stress ——The admonition 
to treat the patient as well as his ulcer is not a 
trite remark. Excessive physical fatigue and pro- 
longed emotional stress may increase the secretion 
of hydrochloric acid and the susceptibility of the 
gastroduodenal mucosa to injury. Rest and relief of 
emotional tension, consequently, are important 
adjuncts in therapy. The needs vary with the in- 
dividual; some patients can adjust their daily 
routine to obtain more rest without discontinuing 
their work; others respond more effectively to a 
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vacation away from home. Hospitalization for 
several weeks is desirable in patients with persistent 
severe ulcer distress and especially in the manage- 
ment of recurrent or complicated ulcers. Hospitali- 
zation provides an opportunity for careful regulation 
of therapy and more thorough indoctrination of the 
principles of treatment; it also removes the patient, 
at least temporarily, from the stress-producing en- 
vironment. 

Management of the emotional problems requires 
identification of the disturbing factors, domestic, 
social, or environmental, and intelligent efforts at 
their control by avoidance, “ventilation” of the 
problem, reorientation of the patient, or release of 
tension in pleasant recreational activities. The ulti- 
mate goals are the establishment of regular habits 
and a life of moderation. The support provided by 
the interested, friendly, yet objective physician may 
be helpful in this regard. Formal psychotherapy 
usually is unnecessary. Mild sedation with 30 mg. 
of phenobarbital given four times daily promotes 
relaxation and rest; sedatives at night are useful in 
ensuring an adequate amount of sleep. “Tran- 
quilizing” drugs also are prescribed for this pur- 
pose, alone or combined with anticholinergic 
medication. They are useful in occasional patients 
but do not appear to have any special advantages 
in ulcer therapy. Chlorpromazine (Thorazine) hy- 
drochloride given in large amounts may decrease 
gastric secretion; on the other hand, large doses of 
reserpine (Rauloydin, Raurine, Reserpine, Reser- 
poid, Roxinoid, Sandril, Serpasil, Serpiloid) given 
orally may increase the output of hydrochloric acid. 

Tobacco, Alcohol, and Ulcerogenic Drugs.—There 
is no conclusive evidence at present that average 
smoking increases gastric secretion significantly. 
The use of tobacco by ulcer patients is dealt with 
most practically on an individual basis. Moderate 
smoking seems without harm in many instances. 
Excessive smoking, on the other hand, is undesir- 
able, perhaps because of the decreased intake of 
food and diminished neutralization of gastric acid- 
ity. In such instances, the habit should be discour- 
aged. The recommendation of complete abstinence 
is preferable to the ineffectual suggestion of “de- 
creasing” the quantity of tobacco. Excessive smok- 
ing ordinarily reflects increased nervous tension; 
the important problem, therefore, is relief of the 
emotional stress. 

Since alcohol tends to increase the secretion of 
hydrochloric acid, its use should be avoided. Ex- 
cessive drinking of coffee may irritate the gas- 
troduodenal mucosa and reactivate peptic ulcer. 
Numerous medicaments may increase gastric se- 
cretion, irritate the stomach and the duodenum, 
and predispose the patient to the recurrence or new 
development of peptic ulcer, with bleeding. These 
compounds include salicylates, corticotropin (Ac- 
thar, Corticotropin, Depo-Acth), adrenal cortical 
steroids including prednisone (Deltasone, Deltra, 
Meticorten) and prednisolone (Delta Cortef, Hy- 
deltra, Meticortelone, Sterolone), phenylbutazone 
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(Butazolidin), and reserpine. They should be 
avoided, if possible, in patients with known peptic 
ulcer or administered in conjunction with antacids. 


Benign Gastric Ulcer 


The foregoing principles of treatment apply to 
benign gastric ulcer as well as to duodenal ulcer. 
However, several aspects of this problem require 
additional comment. 

Gastric ulcer resembles duodenal ulcer in symp- 
toms and course. The pain mechanism, namely, 
acid irritation of exposed nerves in the ulcer crater, 
is the same. In contrast to duodenal ulcer, the out- 
put of hydrochloric acid in gastric ulcer is normal 
or low. Nevertheless, the complete and permanent 
absence of acid, developing “spontaneously,” in- 
duced by gastric irradiation or after gastric resec- 
tion, leads to complete healing. The therapeutic 
objectives, therefore, are identical with those in 
duodenal ulcer. The two principal differences are 
the differentiation of benign ulcer from malignant 
ulcer and the possible malignant transformation of 
benign gastric ulcer. The differentiation of benign 
from malignant ulcer, although difficult, is possible 
in most cases when all diagnostic methods are uti- 
lized, including x-ray, gastroscopy, and exfoliative 
cytology. Neoplastic transformation of benign gas- 
tric ulcer, a theoretical possibility, occurs rarely, if 
ever. 

All patients with gastric ulcer should be hos- 
pitalized. Medical management is permissible when 
the total evidence indicates a benign ulcer and 
when the course of the lesion can be observed care- 
fully at frequent intervals. The therapeutic test 
may be maintained for four to eight weeks, with 
periodic reevaluation; however, two or three months 
may be required for total healing of a benign ulcer. 
Many gastric ulcers heal completely during ade- 
quate treatment. Nevertheless, medical therapy is 
not as consistently effective as is desirable, and 
recurrences are frequent. On the other hand, par- 
tial gastric resection is successful in the great ma- 
jority of cases. The recurrence rate is low because 
of the subnormal secretion of hydrochloric acid. 
Gastric resection is indicated under the following 
conditions: (1) inability to exclude malignant ul- 
ceration, (2) all ulcers on the greater curvature of 
the stomach (recognizing the fact that such lesions 
occasionally may be benign), (3) ulcers persisting 
despite adequate medical treatment, (4) recurrent 
bleeding, and (5) gastric ulcer complicated by 
delayed gastric emptying. 

Jejunal Ulcer 

Jejunal ulcer presents a difficult therapeutic prob- 
lem because of the tendency of the lesion to pene- 
trate, bleed, and perforate. Some patients respond 
to careful medical management in the hospital, 
including roentgen irradiation of the stomach, 
which is applicable to persons over 45 years of age. 
As a rule, however, surgery (transabdominal va- 
gotomy, with or without further gastric resection, 
depending upon the circumstances) is preferred. 
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Gastrojejunocolic Fistula 


Gastrojejunocolic fistula requires initially the res- 
toration of nutrition with a diet high in proteins, 
calories, and supplements and the correction of 
electrolyte and fluid imbalance. The operative pro- 
cedure consists of resection of the fistula, recon- 
struction by means of gastroenterostomy, and a 
more adequate gastric resection or vagotomy. 


Complications 


Intractable or Refractory Peptic Ulcer.—The 
term “intractable” ulcer implies a lesion not re- 
sponding to the usual treatment and, therefore, one 
requiring operation. Intractability is interpreted 
differently, not necessarily critically, by different 
observers; “usual” therapy is not synonymous with 
“effective” treatment. The program prescribed in 
an individual case may be inadequate, or the pa- 
tient may not adhere to the regimen because of a 
poor patient-physician relationship. Many cases 
classified as intractable undoubtedly belong in this 
category of apparent intractability. The ulcers 
actually are not refractory, for, under proper cir- 
cumstances, they heal completely. In the truly 
intractable peptic ulcer, treatment ordinarily effec- 
tive fails to promote healing or to prevent compli- 
cations. The underlying cause may be serious 
emotional difficulties, uncontrollable gastric hyper- 
secretion, decreased tissue resistance, or irreversible 
complications, such as obstruction or penetration of 
the ulcer with adherence to the pancreas. In eval- 
uating an intractable peptic ulcer, careful study of 
all possible contributory factors is necessary. 

Gastric Retention.—Gastric retention in patients 
with peptic ulcer usually is attributable to inflam- 
mation and edema adjacent to an active ulcer, tem- 
porarily narrowing the channel through the pylorus 
and duodenum. This complication often responds 
within 7 to 10 days to a medical regimen of no food 
or drink taken by mouth, continuous gastric aspira- 
tion, and the parenteral administration of electro- 
lytes and fluids. The continuous removal of acid 
permits the ulcer to heal; the edema and inflamma- 
tion subside, and the channel through the pylorus 
and duodenum once more is patent, as indicated by 
decreasing volumes of gastric aspirate and by the 
maintenance of or gain in body weight. The use of 
antispasmodic and anticholinergic compounds un- 
der these circumstances is undesirable, for the sub- 
sequent decrease in gastric motility may intensify 
the retention. In perhaps 15% of cases with reten- 
tion, the obstruction is caused by scarring and 
cicatricial narrowing of the pylorus and duodenum. 
This type of obstruction requires surgical treat- 
ment, preferably gastroenterostomy and vagotomy, 
or partial gastric resection. 

Acute Perforation.—Acute perforation is the most 
urgent indication for operation. Surgical treatment 
usually is limited to simple closure of the perfo- 
ration, although in patients with a long history of 
ulcer recurrence, who are in good condition, partial 
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gastric resection also may be performed. Excellent 
therapeutic results apparently may be obtained 
with a program including prompt, continuous, and 
effective gastric aspiration, administration of ade- 
quate amounts of electrolytes, dextrose and water, 
sulfonamides, and antibiotics, and supportive care. 
The nonoperative approach is based upon the ob- 
servation that early perforations will seal rapidly if 
the stomach is emptied and kept so by aspiration. 
It seems to be indicated especially in patients hos- 
pitalized approximately 24 hours or longer after the 
perforation and in individuals with difficult medical 
problems who are serious operative risks. 

Massive Hemorrhage.—Hemorrhage complicates 
the course of peptic ulcer in perhaps 20 or 25% of 
cases; some patients appear to have a definite tend- 
ency to recurrent bleeding. Therapy usually is med- 
ical. It includes rest in bed and sedatives, such as 
120 mg. of phenobarbital sodium given intramus- 
cularly every four to six hours for restlessness. The 
blood type of the patient is determined and blood 
made available immediately. The hemoglobin level 
and the erythrocyte count or the hematocrit is 
measured daily or as often as the clinical course 
indicates. If the patient is vomiting, food and drink 
are withheld until the vomiting subsides. Other- 
wise, milk and cream and antacids are administered 
hourly during the day, as in the standard program; 
the alkali is continued every two hours during the 
night. Transfusions of whole blood, 500 to 600 cc., 
are administered when the systolic blood pressure 
falis to 100 mm. Hg, when the pulse rate exceeds 
100, when the erythrocyte count decreases to below 
3 million per cubic millimeter, or when there is 
continued severe hemorrhage, regardless of any 
criteria. In utilizing the pulse rate as an index of 
continued bleeding, measurements probably should 
be made with the patient in the sitting or the stand- 
ing position, since the pulse rate with the patient 
horizontal may not increase significantly, despite 
considerable loss of blood. A preparation of 5% 
dextrose in isotonic sodium chloride solution may 
be administered subcutaneously in limited quan- 
tities. Additional measures may include the admin- 
istration of antisecretory drugs and, infrequently, 
the intragastric drip. Gastric lavage with ice water 
or with hemostatic medication is not necessary. The 
antacid program is maintained until the erythrocyte 
count and the hematocrit are stabilized and the 
feces are negative for occult blood. The subsequent 
treatment is that outlined for uncomplicated peptic 
ulcer. 

Surgery is indicated in bleeding peptic ulcer 
under the following conditions: (1) severe, persist- 
ent hemorrhage during medical treatment, (2) re- 
current bleeding, (3) stomal ulcer with hemor- 
rhage, (4) hemorrhage and perforation, and (5) 
hemorrhage and pyloric obstruction. The decision 
for operation usually is made during the first 48 or 
72 hours, because complications and mortality rate 
rise with persistent uncontrolled hemorrhage. Occa- 
sionally, the decision may be deferred for several 
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additional days, provided that the patient’s general 
condition remains good and an adequate blood 
volume is maintained. 

Bleeding is more severe and more likely to per- 
sist in patients 50 years of age and older than in 
younger persons; therefore, operation is indicated 
in older patients not responding promptly to medi- 
cal treatment. A useful index is provided when two 
or more transfusions per day, or during a portion of 
a day, are insufficient to replace the blood lost, and 
the bleeding continues (the so-called test of trans- 
fusion). Since the hazards of surgery also are in- 
creased in this age range, the surgeon also must 
accept a higher calculated risk. The operation of 
choice in massive hemorrhage from peptic ulcer is 
partial gastric resection, excision of the lesion if 
possible, and ligation of the bleeding vessel. Gas- 
troenterostomy alone or with vagotomy usually is 
not satisfactory for this purpose. “Blind” gastric re- 
section may be performed to control bleeding from 
tiny gastric erosions, so small as to escape recogni- 
tion clinically or at operation. Excellent results 
have been reported; however, opinions vary as to 
the routine applicability of the procedure. Surgery 
does not protect completely against recurrent hem- 
orrhage, although the possibility is greatly reduced. 


Prevention of Recurrences 


The immediate results of effective therapy in 
peptic ulcer are good, with prompt relief of pain 
and complete healing. The long-term results are 
less encouraging, perhaps because of failure to 
maintain adequate and continuous neutralization 
of the acid gastric content. Recurrences of peptic 
ulcer are frequent with almost any type of therapy, 
medical or surgical, which does not abolish acid 
secretion permanently. The precipitating factors rec- 
ognized and emphasized most often are physical 
fatigue, emotional stress, dietary indiscretions, irri- 
tating drugs, and intercurrent illness. There are no 
specific measures completely protecting against re- 
currences, except the production of anacidity. 
However, the tendency to recurrences may be les- 
sened and their severity decreased by a compre- 
hensive program, including (1) thorough treatment 
of the initial lesion and careful supervision of the 
patient subsequently, (2) education of the patient 
as to the nature of the disease and the principles 
and objectives of treatment, (3) continued use of a 
bland diet, (4) a practical but efficient program of 
acid control, (5) avoidance of alcohol, tobacco, and 
irritating drugs, (6) sufficient rest and sleep, (7) 
control of emotional problems, if possible, and (8) 
proper care of respiratory infections and other 
intercurrent illness. 


Conclusion 


Despite the limitations of medical management, 
current methods of treatment, when applied prop- 
erly, are effective in the vast majority of patients 
with uncomplicated peptic ulcer. Treatment should 
not be confined to a single therapeutic measure. 
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The emphasis should be on total management, in- 
cluding use of antacids, anticholinergic drugs, and 
sedatives, avoidance of gastrointestinal irritants, 
and skillful attention to emotional problems. In- 
adequate results usually are attributable to inade- 
quate therapy. The fact that treatment is more or 
less nonspecific does not justify its casual and in- 
different application. The continued study of hor- 
monal factors, of drugs acting upon enzyme systems 
implicated in the process of gastric secretion, and 
of secretory inhibitors in the gastric content even- 
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tually may yield a medical technique for producing 
sustained gastric anacidity, The cure of peptic 
ulcer obviously will depend upon further knowl- 
edge of its pathogenesis, especially the nature of 
tissue resistance and the mechanism of secretion of 
hydrochloric acid. 

Portions of this report have been published in the South- 
ern Medical Journal (49817 [Aug.] 1956) and in “Cur- 
rent Therapy” (Philadelphia, W. B. Saunders Company, 
1958) and are included with the permission of the respec- 
tive editors. 
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GUARDIANS OF THE M.D. OATH 


THOUSANDS OF GRIEVANCE COMMITTEE MEMBERS ARE 
THE MUSCLE OF MEDICINE’S HIDDEN STRENGTH 


Milton Golin 


“,..1 will keep pure and holy both my life and my art. . .” 
—Oath of Hippocrates 


“Am I my brother's keeper?” 
—Genesis IV, 9 


A California physician, suing to collect a bill 
which his colleagues had formally condemned as 
way out of line, loses out when they unhesitatingly 
testify for the patient. Two lawsuits are avoided in 
Dumas, Ark., where a medical society panel of 
physicians and laymen amicably resolve separate 
doctor-patient disagreements. A Colorado doctor 
adjusts an excessive fee rather than face “trial” 
before his medical peers. 

These events illustrate the bridging of two mil- 
lenniums—from the time of the ancient phrases 
quoted above to a revolutionary trend which began 
growing only in the past decade. This trend now 
has the vast majority of American physicians em- 
bracing the thesis that by being their professional 
brother’s keeper they are keeping their art pure and 
holy. 

It was not always so. Early medical organizations 
were patterned after guilds or fraternal lodges, 
which essentially set themselves apart from society 
at large. Although many individual physicians did 
not welcome such isolation, it did bolster a needed 
comradeship at times when a pitiful sparseness of 
medical knowledge might make doctors the favor- 
ite target of public abuse. A large body of physi- 
cians philosophically regarded lay criticism as an 
occupational hazard of the medical profession, feel- 
ing that an endeavor so intimately concerned with 
the human body is bound to evoke intimate com- 
ment from that body: He is “a good doctor” or “a 


bad doctor”; he charged “a reasonable fee” or he 
charged “an exorbitant fee”; he “should not have 
operated” or “it’s certainly a good thing he did 
operate.” 
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Fig. 1.—Orange County (Fla.) Medical Society grievance 
committee in session last month. Woman patient tells her 
story to (left to right) Drs. Norman F. Coulter, Charles J. 
Collins, Lawrence H. Kingsbury, and William S. Mitchell 
(chairman). 


When the Massachusetts Medical Society estab- 
lished its Committee on Ethics and Discipline— 
the profession’s first grievance committee—in 1871, 
there were some murmurings of discontent among 
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physicians: “This only makes things worse and it 
isn't any use to stir up trouble.” “The public brings 
in ill-founded and nuisance complaints.” “It isn’t 
anybody else’s business what a doctor charges.” 
“You only aggravate the involved doctor and the 
patient becomes disquieted at more doctors.” 

Little by little over the years—slowly, because 
the committee was not publicized—patients’ com- 
plaints against some Massachusetts physicians were 
bringing a new kind of dignity to the profession. At 
last here was a device for protecting the mass of 
honest doctors from the few who were smirching 
medicine’s name. Even more important was the 
opening of communications for physicians and pa- 
tients to explain some of their mutual problems— 
why a certain fee is charged and what happens 
when a specific therapeutic measure is taken; the 
impossibility of guaranteeing cure and the conse- 
quences of no treatment at all; difficulties in diag- 
nosis and difficulties in meeting some medical costs. 

This newly opened line between doctor and pa- 
tient was beginning to reveal to the public that 
physicians do not cover up each other’s mistakes 
and that medicine is not a closely knit protective 
fraternity, complete with secret passwords. 

Despite a lack of publicity, word of the Massa- 
chusetts society’s successes in bettering public rela- 
tions and uplifting medical ethics reached doctors 
in other communities. But still it seemed too large 
a step for most medical societies to take—imagine, 
setting up a complaint desk for patients! 


Cleanup in California 


A still-unenlightened public, meanwhile, was be- 
ginning to hear some distorted stories and outright 
slanders against doctors at a time when medicine 
was entering an era of scientific advancement that 
should have insured its good repute as never be- 
fore. Some dissatisfied patients were taking out 
their anger on all doctors, and not just on those 
who may have disappointed them. Not all the 
stories were distortions. In northern California, for 
example, one physician probably saved the sight of 
a young girl's eye by removing a splinter—then de- 
manded immediate payment of a $1,200 fee, even 
after her parents were able to prove they could not 
afford to pay that much. Officials of the Ala- 
meda—Contra Costa County Medical Association 
pleaded with the eye doctor, and ended up by 
denouncing him. 

Right then and there, these California medical 
men grasped the truth in the FBI slogan: “One man 
can’t build a big organization but one man can tear 
it down.” They began surveying medical practice 
in their community and found more evidence that 
called for action—several other physicians charging 
excessive fees, some shielding of incompetents, ab- 
sence of an emergency medical service plan. 
Finally, when one local doctor sued a patient to 
collect a $70 fee for minor services valued at cer- 
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tainly no more than $10, the society marshalled four 
specialists who testified that the bill was too high. 
The suing doctor lost his case, and physicians from 
scattered parts of the nation sent in expressions of 
warm approval of the society’s role. 

Among changes brought about by Alameda-area 
doctors were the establishment of a ‘round-the- 
clock emergency call system and the adoption of 
a voluntary medical care policy best described by 
this ad they placed in local newspapers: 

WANTED: Information concerning anyone in Ala- 
meda County who believes he cannot get needed 
medical care because he hasn’t the means to pay his 
doctor. Call the Alameda County Medical Associa- 
tion, through which the ethical private physicians in 
this county guarantee medical care for everyone. 

The association’s executive secretary publicly 
spelled it out in detail: “We accept the broad re- 
sponsibilities for the delivery of needed medical 
care to everyone, regardless of the time, the day, 
the patient’s inability to pay, or any other consid- 
eration. The association seeks to protect patients 
from—or to gain redress or compensation for—in- 
jury, neglect, incompetence, excessive fees, or any 
other malpractice or unethical act of its members. 
It attempts to maintain a suitable climate for con- 
structive competition under a free enterprise system 
which constantly improves the quality and holds 
down the cost of medical care.” 

In 1947, just about the time this new program 
was getting under way in California, the Colorado 
State Medical Society took a forthright step which 
also won high praise from the profession at large, 
and at the same time made headlines which evoked 
applause from the public throughout the United 
States. The Colorado society announced publicly 
the formation of a sort of “grand jury” of physicians 
not only to hear complaints of patients but to 
initiate investigations of its own. This grievance 
committee, made up of 12 doctors elected by their 
colleagues in the society’s House of Delegates, 
exerts its right to file charges with a local medical 
society in Colorado, the state society, the state 
board of medical examiners, or any prosecuting 
attorney in Colorado. 

It was the Colorado society's action, more than 
any other, which sparked the broad-scale establish- 
ment of medical grievance panels in communities 
all across the nation. As medical societies began 
looking for guidance in setting up these panels, the 
American Medical Association’s policy-making 
House of Delegates in 1954 authorized Dr. J. P. 
Culpepper Jr. of Hattiesburg, Miss., to lead a 
special two-year study for developing guides for 
grievance committees. 


Now 1,100 Committees 


The number of these committees is growing 
rapidly. Today every state and territorial medical 
association has a group of doctors (variously called 
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—according to local preference—“grievance” boards, 
“mediation” committees, and a dozen other titles) to 
handle complaints from patients. Estimates based 
on a survey made several months ago by the 
A. M. A. Council on Medical Service indicate that 
there are some 1,100 grievance committees among 
the approximately 2,000 county medical societies in 
the United States—and the number is still growing. 
More than 200 were formed in the last four years 
alone. 

Serving on these committees are between 5,000 
and 10,000 physicians (the number on each panel 
has been fluctuating as the societies attempt to 
refine their operations) who have become prime 
guardians of the Hippocratic Oath. It is these doc- 
tors who are drawing the lines of medicine’s new 
look. And it is their fearless willingness to judge 
complaints routinely in the twin light of public 
interest and professional service which is setting 
the standard for an expanding age of free-enterprise 
medicine. 

As one example of this routine fearlessness, when 
grievance committee members in a large Eastern 
city recently upheld a series of complaints, they 
published these blunt comments about their now- 
wiser colleagues: 

“Engaged obstetrician should not have charged 
full fee when substitute did service.” 

“Doctor gave improper handling by calling po- 
lice on erroneous impression patient was drunk, 
when actually suffered neurological condition.” 

“Fee for prenatal visits considered excessive.” 

“Doctor charged over Blue Shield allowance 
based on family income limit.” 

“Physician freely admitted he gave wrong labora- 
tory report.” 

“Patient (in poor family economic situation) 
probably not adequately told of cost of medical 
care.” 

Recognizing the high-principled courage behind 
statements such as those, Dr. Louis H. Bauer, 
former A. M. A. President, has said: “Unethical 
practices can be eliminated by grievance or media- 
tion committees made up of members with steel in 
their backbones.” He might have added that mem- 
bers also need the tact of a diplomat in resolving 
certain disputes informally—so that these may by- 
pass the formal hearing stage—and in keeping a 
patient happy while proving to him that his par- 
ticular complaint may not be justified. Here are a 
few instances of unjustified complaint: 

—One patient in a West Coast city protested 
bitterly to a grievance committee that he was 
charged $40 for “just one office visit.” Investigation 
disclosed that, at his own request, the visit entailed 
a thorough examination including fluoroscope study, 
electrocardiogram, and the benefits of extensive 
laboratory work. When he understood what the fee 
covered, he withdrew the complaint with apologies. 

—A Nashville woman complained to the David- 
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son County Medical Society grievance committee: 
“I was in my doctor’s office for only an hour. He 
made two house calls and sent me a bill for $100.” 
It was brought out, however, that the office visit 
involved a series of x-rays, various tests, and the 
fitting (with subsequent checkups for fit in her 
home ) of a special corset for proper support of the 
woman’s injured back. When the reasonableness of 
the charge was pointed out, the bill was paid im- 
mediately. 

—A Chicago woman told a grievance committee 
that her doctor was “arrogant” because he took her 
full pack of cigarettes when she offered him only 
one. It turned out, to the woman’s later satisfaction, 
that he had pocketed the pack absent-mindedly. 

These incidents point up the fact that, by far, the 
large majority of complaints against doctors are 
due not to incompetence or greed but to misunder- 
standings—misunderstandings which could have 
been dispelled quickly if there had been an 


Fig. 2.—First photo ever published of grievance committee 
members of the Colorado State Medical Society, which 
sparked the growth of such mediation panels throughout the 
U. S. in 1947. Front row (left to right): Drs. James S. Orr, 
Freeman H. Longwell, Kenneth H. Beebe (chairman), and 
William Baker. Standing are Drs. John Simon Jr., Paul Tramp, 
Joel R. Husted, and Robert H. Smith. Members not shown 
are Drs. George D. Balderston, Gordon H. Vandiver, Walter 
M. Boyd, and Ligon Price. Committee last met on March 15. 


opportunity to determine the causes in frank dis- 
cussion. “Misunderstanding” was the culprit in 
Philadelphia, where a stubborn businessman re- 
fused to pay for a stomach operation because, he 
said, doctors never told him “what had been taken 
out and what left in.” A young New Yorker, griev- 
ing over his wife’s death from uterine cancer, might 
not have blamed her physician had the husband 
understood the hazards of her condition. 

Last summer a doctor-patient misunderstanding 
erupted in newspaper headlines when a Manorville, 
N. Y., specialist submitted a $1,500 bill for ‘round- 
the-clock services which helped save a boy who 
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was trapped in a well. There was controversy over 
the parents’ failure to compensate the doctor while 
they disbursed contributed funds to salaried rescue 
workers, and as to their ability to pay a fee ordinar- 
ily considered quite reasonable for the professional 
skill and long hours involved. The physician’s 
medical society grievance committee met with him, 
and in 24 hours they announced that the entire bill 
had been cancelled. Later, Dr. Edwin S$. Hamilton, 
Chairman of the A. M. A. Board of Trustees, an- 
nounced: “Rarely has the value of such a local 
mediation committee been so clearly demon- 
strated.” 
Integral Part of Medicine 


All over America, medical organizations are tell- 
ing doctors and patients alike that such a value has 
now—after 10 years—made the grievance committee 
concept an integral part of the profession: 

—“Most doctors are wonderful men who want to 
do the right thing for their patients,” announced 
Rollen Waterson while executive secretary of the 
Alameda-Contra Costa Medical Association. “Now 
they've finally realized that ‘doing the right thing’ 
means they must also protect patients against the 
few doctors who are incompetent or dishonest, and 
who are smirching the reputation of the entire 
medical profession.” 

—A report in the journal, New York Medicine, 
states: “Our grievance committee feels it has served 
a useful function in public relations, not only in 
helping iron out disputes arising between patients 
and physicians but also in a prophylactic sense— 
by helping to prevent such complaints from arising. 
We now find doctors, aware of our existence, call- 
ing us up for guidance.” 


Fees 


So many complaints have been caused by a mis- 
understanding of the basis for a doctor’s fee that 
grievance committees spend a good deal of time 
emphasizing the importance of discussing costs be- 
fore, and itemizing bills after, medical service. 
“Some doctors seem to be just too high-hat to dis- 
cuss these things [diagnostic and therapeutic pro- 
cedures and costs],” said the first chairman of the 
Colorado State Medical Society’s grievance com- 
mittee. “If they would take just a little more time 
with each patient 75% of the complaints would 
never arise.” 

The Philadelphia County Medical Society re- 
ports that out of 28 cases handled by its profes- 
sional relations committee during the first part of 
last year, “in 14 the difficulty need not have arisen 
if the medical man had been sure that the patient 
or his family knew the approximate fee that would 
be involved.” 

The A. M. A. has taken a double-barreled ap- 
proach on fees—on the one hand conducting an 
intensive campaign for prior discussion between 
patient and physician, and on the other hand call- 


ing upon constituent and component medical 
societies to crack down on the few doctors who 
have been gouging. Today more than 20,000 
doctors’ offices display an A. M. A.—distributed 
plaque which carries this message: 

TO MY PATIENTS: 

I invite you to discuss frankly with me any ques- 
tions regarding my services or my fees. The best 
medical service is based on a friendly mutual under- 
standing between doctor and patient. 


That same statement is in a leaflet which has 
been distributed to nearly 4 million patients by 
their physicians. The A. M. A. Board of Trustees, 
meanwhile, states that “it looks with disfavor on 
the few members of the association who charge 
excessive fees. It urges state and county societies to 
discipline those members who, after a fair hearing 
and decision that the fees charged have been ex- 
cessive, refuse to reduce their fees to a level that is 
reasonable for the services rendered.” 

In many communities, grievance panels have 
taken up the challenge; in a few they have hesi- 
tated. For example, one southern dermatologist lost 
his court suit to collect a bill for $200 after his own 
medical society provided the patient with a lawyer 
and four physicians to argue that the fee was exces- 
sive, but in a midwestern community there stili is 
no grievance committee action many months after 
a patient complained that his doctor billed him 
$1,500 for nothing more than three weeks of daily 
hospital visits with diet instructions. In one New 
York suburb, the county society’s grievance com- 
mittee dressed down a physician for having the 
nerve to submit a $200 bill to a woman who nearly 
died of peritonitis because he failed after three 
days to make an ordinarily simple diagnosis of ap- 
pendicitis, but in another metropolitan area a 
grievance committee still has not satisfied a number 
of complaints that its own medical society routine- 
ly demands that every caller for emergency medi- 
cal care have a specified minimum amount of cash 
on hand to pay the doctor (a check or voucher 
will not do). 

Lay Membership 


Despite ample evidence that grievance commit- 
tees are operated in the public interest (one wom- 
an on the West Coast says, “In our community 
we all know the doctors are working to protect us, 
not other doctors’ careers”) some skeptics have 
asked why laymen are not allowed to serve on 
grievance committees “so there will be no white- 
wash of those few bad doctors.” (The Reverend 
Paul Reagor, after sitting in regularly as a “public 
observer” for the medical society of Alameda, said, 
“If there has been any covering up for guilty physi- 
cians, I certainly have never seen it.” ) 

As a matter of fact, at least a dozen grievance 
committees do have lay members—and at the in- 
vitation of the physicians themselves. In one case 
(among many elsewhere in the nation) a minister, 
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a business school dean, and a local merchant serv- 
ing with doctors on the Douglas County ( Kan.) 
Medical Society grievance committee resolutely de- 
cided that a patient’s complaint definitely was not 
justified. A clergyman, an auto dealer, and a plan- 
tation owner serving with physicians on the Desha 
County (Ark.) Medical Society grievance commit- 
tee settled two cases “which saved us from law- 
suits,” according to Dr. G. U. Robinson, the 
society's secretary. 

Jack Drury, lay executive secretary of the David- 
son County Medical Association in Nashville, says: 
“We would not attempt to operate our grievance 
committee without at least one lay member. That's 
the way the society and the people like it.” Three 
laymen served with physicians as grievance com- 
mittee members for the Cumberland County ( Pa. ) 
Medical Society. “In one session involving fees,” 
recalls the former secretary-treasurer, Dr. Richard 
R. Spahr, “the finding was against the physician for 
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overcharging—he had that reputation for some 
years.” The Sullivan-Johnson Counties (Tenn. ) 
Medical Society has two separate grievance com- 
mittees, including lawyers and businessmen, to 
serve adjacent communities. “Two years ago we 
avoided a lawsuit by settling a patient’s complaint 
against two doctors and a private hospital,” says 
Dr. Frank W. Sutterlin, who was serving then as 
secretary. 

“Inclusion of laymen in grievance committees is 
still in the experimental stage,” reports the A. M. A. 
Council on Medical Service. “But they may serve 
to strengthen community trust in the impartial at- 
titude of the committee by assuring the representa- 
tion of the patient's viewpoint, and serving to em- 
phasize the profession’s interest in public policy.” 

Although nonphysician members offer certain 
values to some grievance committees, a number of 
experienced laymen and doctors alike see some 
over-riding disadvantages in such an arrangement. 


SOME COMMENT ON 


GRIEVANCE COMMITTEES ... 


“If we individual physicians do not keep medicine’s house in order, outside organizations—like hospitals or government— 


will do it for us. That is why medical grievance committees are protecting the honest and capable physician as much as they 


are the patient.” 


—Dr. David B. Allman, president of the American Medical Association. 


“While it is never pleasant to find a colleague guilty and impose punishment, this is a responsibility falling on some of us. 


. . . If local societies fail to curtail unethical practices, ethics lose their effectiveness.” 


—A. M. A. Judicial Council. 


“Unethical practices can be eliminated by grievance or mediation committees made up of members with steel in their back- 


bones.” 


—Dr. Louis H. Bauer, when retiring as A. M. A. President. 


“The whole profession should not be tarred with the same stick which should be applied to the few.” 
—Dr. Edward J. McCormick on becoming A. M. A. President in 1953. 


“The ethics of medicine were written and are enforced to protect the interests of the public. When any professional act by 
your doctor is opposed to the public interest, he is guilty of unethical conduct.” 
—The Texas State Medical Association in a publicly distributed leaflet. 


“You cannot afford to protect the doctor who is not faithful to his vows and to the highest ideals of the profession.” 
—Louis B. Seltzer, Cleveland newspaper editor, addressing an A. M. A. convention. 


“Most doctors are wonderful men who want to do the right thing for their patients. Now they've finally realized that “doing 
the right thing’ means they must also protect patients against the few doctors who are incompetent or dishonest, and who are 


smirching the reputation of the entire medical profession.” 


—Rollen Waterson, while executive secretary of the Alameda—Contra Costa (Calif.) Medical Association. 


“The aim of a grievance committee—whether some committee members know it or not—is simple and sufficient: To clean 


medicine’s house and to better public relations.” 


—Dr. H. Sheridan Baketel in the Bulletin of the Pottawatomie County (Okla.) Medical Society. 


“Let us not forget that we are enfranchised by the public and that only as long as we serve it will our franchise continue.” 
—Dr. Francis T. Hodges, while president of the California Academy of General Practice. 


“It’s the bad apple in the barrel that causes complaint. ... The medical profession cannot afford to shelter the not-so- 
ethical man. . . . Disciplinary action, when justified, strengthens the position of the profession in the eyes of the people.” 


—PR Doctor, Published by the A. M. A. 


“The mediation committee can do more for the physician than any other single committee within the medical society. 
Mediation committees that function ethically and effectively will be a great factor in avoiding the political control of medicine 
and, in addition, they can and do protect the economic and professional status and freedom of the physicians by acting at all 


times in the best interests of the public.” 


—Dr. Robert E. Fitzgerald in Minnesota Medicine. 


“If the doctors can use the [grievance] committee to eliminate the complaints arising from their fees, either by explaining 
the reasons for them satisfactorily or by forcing reductions where some members get out of line, more will be done to still 
the clamor for a national compulsory health insurance than in any other way.” 


—Dr. George W. Harrison, while president of the Oklahoma State Medical Association. 
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Officers of one East Coast medical society revoked 
the committee memberships of its attorney and its 
lay executive secretary on the ground that their 
presence during hearings on confidential matters 
might violate privileged communications between 
doctors and patients. An adjacent medical society 
gave the same reason in turning down its executive 
secretary's suggestion that the complaining patient 
be allowed to bring along the clergyman of his 
faith to the grievance committee session. 

Harvey T. Sethman, who is lay executive secre- 
tary of the trail-blazing Colorado State Medical 
Society, seconds that reasoning and offers what he 
believes to be an equally potent argument against 
lay membership: “Such a procedure weakens the 
major point of the whole system of self-discipline 
because it takes the ‘self’ out of self-discipline.” 


What a Committee Is and Does 
While almost every grievance committee is made 
up entirely of physicians, ranging in number from 
one to 27, its manner of organization and make-up 
varies from society to society. In some communi- 


Fig. 3.—Nashville _(Tenn.) Academy of Medicine’s 
grievance committee of four physicians and one layman 
hears a complaint brought by a patient (back to camera). 
Left to right are Mr. Lee Sanders, Drs. Louis Rosenfeld 
(chairman), Robert Finks, Eugene Johnson, and Harrison 
Shull. Mr. Sanders has been a member of the committee 
since 1952. 


ties, members are elected by their colleagues, and 
in others they are appointed by the society presi- 
dent. The Oklahoma, Florida, and Virginia state 
medical association grievance committees are com- 
prised of past-presidents—on the “elder statesman” 
theory that these men possess particularly ex- 
perienced and dispassionate judgments. Other 
societies pointedly reject such a plan, contending 
that past-presidents are more likely to face acquain- 
tances among doctors accused by patients and 
would tend toward more bias than would other 
physicians. 

Many state grievance committees serve as “ap- 
peal boards” when a county-level committee can- 
not bring about agreement. They may also serve as 
basic hearing panels for areas too thinly populated 
to have committees of their own. Wherever pos- 
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sible, hearings at the community level are en- 
couraged, to emphasize the profession’s neighborly 
concern for patients and the efficacy of local de- 
cisions. 

In virtually all cases, a grievance committee does 
not mete out punishment when it finds a complaint 
justified. “You cannot be prosecutor, judge, and 
jury all in one body,” says a spokesman of the 
Colorado society. “There have been court cases 
where county society disciplinary actions have been 
set aside for that very reason.” A special committee 
of the A. M. A. House of Delegates reported: 
“Discipline is not a proper function of a grievance 
committee under any circumstance. Where a 
grievance committee finds that disciplinary meas- 
ures are indicated, it should so recommend to the 
appropriate judicial body of the association.” 

Punishment may take the form of a reprimand, 
limited suspension of membership, or even expul- 
sion. In addition, some grievance committees have 
brought in medical specialists to provide free re- 
medial care for patients who have made justified 
complaints of harmful treatment. 

Doctors have learned that one way to head off a 
complaint is to anticipate it—nip it at the source 
before the patient gets hurt. When the A. M. A.’s 
special committee surveyed grievance panel opera- 
tions in 1955 (Chairman Culpepper believes the 
time is ripe for a re-survey) it found a number of 
medical society leaders recommending that media- 
tion boards also have the power to initiate investi- 
gations. Many complaints could thus be avoided. 

In one state, the survey team reported: “All 
seemed aware of a ‘bad situation’ in the staff of a 
certain town’s hospital, with no tissue committee or 
other check on the surgery done there, with conse- 
quent rumors among both the profession and the 
laity that are damaging to the profession generally 
—but nobody has ‘filed a complaint’ and nobody 
will.” 

In another state recently there was talk but no 
action (one complaint was pending, at last report ) 
by county society grievance committee members 
when officials of a nearby hospital removed a local 
surgeon’s privilege to practice there—then went to 
court and formally accused him of 25 incidents of 
unprofessional practice, including needless surgery, 
in which six patients died. (The physician flatly 
denies the charges.) The A. M. A. study group 
recommends that grievance committees be em- 
powered to launch their own fact-finding projects. 

Yet, it is in the role of inquirer that committees 
often face a ticklish problem: How to convince a 
doctor that his invitation or summons to a hearing 
in no way places him “on trial.” His testimony can 
be of tremendous help to the entire profession, 
even when it does not relate to any patient's com- 
plaint. 

Making It Known 


Mere existence of a grievance committee is 
valueless unless it is made known to both the pro- 
fession and the community. “This service cannot 
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succeed unless the public knows of its existence 
and understands how to use it,” according to the 
A. M. A. Council on Medical Service. “It is highly 
inconsistent for a medical society to set up a media- 
tion committee and then keep it a secret from the 
public. Some physicians fear that a mediation com- 
mittee will evoke complaints from a greater num- 
ber of cranks and psychopaths. This has not proved 
to be the case where mediation committees func- 
tion and are well publicized.” 

Nevertheless, some medical societies continue to 
hide the light of one of medicine’s brightest 
achievements—the grievance committee—under a 
bushel. Theirs is a committee in name only; it 
serves no real purpose. One medical society official 
in Illinois makes this naive comment: “No, we don't 
publicize the fact that we have a grievance com- 
mittee. We've met only four times in the past four 
years because our troubles are nonexistent.” A 
doctor in Florida says, “We don’t announce our 
committee but I’m sure everybody around here 
knows about it.” A New York physician says he is 
being frank when he expresses fear that “publicity 
would only invite complaints.” 

Yet an A. M. A. survey of 18 state medical as- 
sociations, which make a policy of frequently an- 
nouncing operation of their grievance committees, 
revealed that the number of complaints had not 
increased (in some, had decreased) and that not 
one had suffered adverse publicity of its committee 
in the lay press. On the positive side, one of these 
associations reported: “The key to the prevention 
of grievances is publicity.” An executive of another 
state medical society commented, “By repeatedly 
making known that a grievance committee is func- 
tioning, we have killed off much of the back fence 
gossip, coffee cup slander, and scandalous whispers 
which have harmed the many honest doctors in this 
state.” A third said: “This committee has definitely 
improved standards of medicine in our community. 
Its existence, made known in newspaper ads and 
broadcast announcements, seems to have been a 
deterrent to wrongs we know had been done by a 
small group of physicians, and has brought about 
a better public attitude toward the profession.” 

Says the A. M. A.’s immediate past-president, 
Dr. Dwight H. Murray: “I cannot understand why 
anyone should be fearful of attracting complaints 
to a channel where they could be disposed of 
intelligently. A person with a real or imaginary 
grievance against his physician will circulate his 
complaint among his neighbors and throughout the 
community unless he knows there is a place where 
he can take his problem and get a hearing.” 

Equally important is the ethics value of griev- 
ance committee publicity. In one state not long ago 
an internist referred a patient to a surgeon for a 
stomach operation, and later submitted an $800 bill 
for merely changing dressings and making diet sug- 
gestions. Invited before the local grievance commit- 
tee, this physician was persuaded to reduce his bill 
to a more appropriate $200. However, a few other 
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doctors in the same community also had been 
charging excessive fees but they were unable to 
benefit from the internist’s experience—simply be- 
cause they were not informed of the committee's 
action. (For reasons of privacy, of course, action 
reports never include names of individuals.) As a 
result the grievance panel has had to handle addi- 
tional cases from patients complaining of fees. 

“As things stand now,” writes Dr. H. Sheridan 
Baketel in an editorial in the Bulletin of the Pot- 
tawatomie County (Okla.) Medical Society, “when 
some grievance committees discipline a doctor only 
a handful of people know what for. So the offense, 
whatever it was, may well be repeated by others. 
Effective publicity means letting the public and the 
profession in general know what kind of grievances 
patients are giving vent to and what medicine is 
doing about them. We don’t want to go on adjudi- 
cating a lot of grievances indefinitely. We want to 
prevent them from occurring. So far there has been 
altogether too much talk about how many medical 
societies have grievance committees and not enough 
about how much those committees are accomplish- 
ing.” 

Certainly this is not true in Colorado, where 
periodic announcements of state medical society 
grievance committee decisions serve as a reminder 
for present members and as information to new 
members that such a panel does exist—with a pur- 
pose and with obligations placed on members. 
“The net result of all this publicity has been a 
tremendously increased public confidence in the 
medical profession in our state,” says Executive 
Secretary Sethman. “Time and again prominent lay- 
men have openly expressed their gratitude for the 
existence of this mechanism.” 

Challenge and Opportunity 

There is a great difference between a few laymen 
praising a grievance committee and a mass of Amer- 
icans accepting the effectiveness of such panels as 
a matter of course. Herein lies the broad challenge- 
opportunity which is being taken with increasing 
vigor by the more than 5,000 physicians who are 
grievance committee members. In their judicious- 
ness lies a great and good “hidden” strength of 
freely organized medicine. What is this strength? 
It is the spontaneous will to do good for good’s 
sake, and not for the sake of alien “authority.” 

A survey report which led to the pioneering 
medical grievance panel in Colorado points out: 
“Unless it wishes to surrender additional areas 
to governmental jurisdiction, a profession must 
at all times formulate and enforce stricter stand- 
ards than the law currently demands.” Here is 
the way one leading physician, Dr. James M. 
Leffel, focused that same viewpoint on medicine, 
in the Journal of the Indiana State Medical Asso- 
ciation: “We must put our house in order, for if we 
do not, someone will do it for us. If we stand for 
what is right, no one can destroy us. If we face and 
accept our obligations, we can live up to our mag- 
nificent heritage.” 
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IRON ABSORPTION 


S POINTED out in this issue (page 1685), 
iron is a specific for iron-deficieacy ane- 
mia. However, in order to be effective 
when given by mouth it must be absorbed. 
The four methods of studying iron absorption have 
been evaluated by Josephs’ in an effort to de- 
termine which is most reliable. The older chemical 
method of determining iron balance measured the 
difference between the amount of iron ingested and 
the amount recovered in the feces. While this method 
is difficult, expensive, and subject to inadvertent 
errors, it has the advantage that long-continued and 
repeated periods of observation in a single subject 
may be made. This is not true of the easier balance 
studies with radioactive iron. A third method, by 
which the amount of absorption is inferred from the 
amount of iron utilized for hemoglobin formation, 
assumes that if iron is not utilized for this purpose 
it is not absorbed. This assumption is not always 
true. In the fourth method the curve of serum iron 


1. Josephs, H. W.: Absorption of Iron as Problem in Human Physi- 
ology, Blood 13:1-54 (Jan.) 1958. 

2. Bothwell, T. H.; Pirzio-Biroli, G.; and Finch, C. A.: Iron Ab- 
sorption, J. Lab. & Clin. Med. 51:24-36 (Jan.) 1958. 
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level after a test dose of iron has been given by 
mouth is determined. Although a high postabsorp- 
tive curve could only mean good absorption, a less 
high or flat curve does not necessarily mean poorer 
absorption unless one knows that there is no diver- 
sion of iron to the tissues. The rate of such diversion 
would have to be considered. Josephs believes that 
iron balance studies still constitute the standard by 
which the results of the other methods should be 
judged. 

Bothwell and co-workers’ used different meth- 
ods of measuring iron absorption, including a dou- 
ble isotope procedure. They concluded that the 
method of choice depends on the problem to be 
solved. Although for most of their studies they pre- 
ferred the double isotope method because of its 
simplicity and accuracy, this method cannot be 
used when there is complete failure of erythro- 
poiesis. 

Iron ingested in the ferrous form is largely ab- 
sorbed in the duodenum. The larger the dose the 
more is absorbed in persons with iron deficiency, 
but in normal subjects only the daily requirement 
is absorbed regardless of the amount ingested. The 
taking of iron with a meal reduces iron absorption 
by about 50%. Pirzio-Biroli and co-workers * found 
that the absorption of iron from foods by normal 
and iron-deficient subjects was lower than when 
iron salts alone were given. Supplemental ascorbic 
acid decreased this difference. Absorption of iron 
from foods also varied inversely with the amount of 
iron stored in the body and directly with the 
amount of the subject’s erythropoietic activity. 
Ascorbic acid in doses of 100 to 1,000 mg. and 
cobalt chloride in doses of 80 to 120 mg. daily 
for one or two weeks did not improve the results 
of iron therapy.’ 

Once iron is absorbed through the mucosal cells 
of the digestive tract, where its presence as ferritin 
is a form of temporary storage, it is passed on into 
the plasma at a rate that ordinarily does not in- 
crease the plasma iron level. It is taken up almost 
entirely by the marrow, replacing the small amount 
lost daily in the hemoglobin cycle (about 1 mg. a 
day). When absorbed in amounts exceeding this 
requirement or when erythropoietic activity is re- 
duced, it is taken up by the liver for later transport 
to the marrow. 

There is still much to be learned about iron ab- 
sorption. The rate of absorption varies widely in 
normal subjects, the reason for which is not clear. 
As a result of his studies Josephs concluded that 
the increased rate of iron absorption in patients 


hey 
« 
. 
| 
rite 
“¢ 
: 


Vol. 166, No. 14 


with iron-deficiency anemia is due to hemoglobin 
reduction and perhaps to increased erythropoietic 
activity rather than to a depletion of the body’s 
iron storage. 


GRIEVANCE COMMITTEES 


Medical «rievance committees are not new on 
the American scene. Since 1871, for example, the 
Committee on Ethics and Discipline of the Massa- 
chusetts Medical Society has been mediating the 
complaints of patients. What is new, though, is the 
expansion of these groups across the nation. Less 
than a dozen were functioning a decade ago when 
the Colorado State Medical Society made headlines 
and won praise from the profession at large for its 
pioneering “medical grand jury” which acted on its 
own initiative as well as on specific complaints. 

Before long, leaders in the profession were real- 
izing that here was something which could protect 
both its good name and the public interest. Late in 
1954 the House of Delegates of the American Med- 
ical Association authorized a special study to de- 
velop guides for grievance committees. 

From a few, the number of these committees has 
grown by leaps and bounds, until every state medi- 
cal association can now boast a group of doctors 
responsible for the formal hearing of complaints 
from patients. And it has not taken long for hun- 
dreds of county medical societies to follow this 
lead. The trend is still developing. Over two-thirds 
of the 986 county societies surveyed last year by 
the A. M. A. Council on Medical Service had such 
committees. More than 200 of the panels were 
formed in the past four years alone. A projection 
of this survey to encompass the approximately 
2,000 medical societies in the United States would 
indicate the existence of 1,100 grievance commit- 
tees, comprising perhaps 5,000 to 10,000 physicians 
who serve 95% of our population. 

What impact is this trend having on physician- 
patient relationships? On the general public's re- 
gard for doctors? On medical service itself? On the 
future of free medicine? “Medicine At Work” (page 
1735) explores these questions in the light of griev- 
ance committee experiences in scattered parts of 
the United States. One conclusion appears certain: 
The grievance committee is here to stay as an 
integral part of our profession. In the years ahead, 
only technique may need refinement of the sort 
that is being trail-blazed today by some medical 
societies. 
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The ultimate aim of a grievance committee may 
well lie in the application of medicine’s traditional 
three functions—preventive medicine, treatment, and 
rehabilitation—to the medical organization’s judi- 
cial role. This extension of concept challenges the 
profession to continually strive for a reduction in 
the number of patients’ complaints, to act forth- 
rightly and fairly in resolving the relatively few 
which do arise, and to follow through with positive 
action in support of its findings. 


WHERE THE MONEY GOES 


Do you know how much money is being spent by 
the federal government on vocational rehabilita- 
tion, cancer, mental health, maternal and child 
welfare, or heart studies? If not, it might be inter- 
esting to turn to the Washington News in this issue, 
where you will find figures not in the thousands or 
even hundreds of thousands but in the millions. 
Various health and welfare activities in the Depart- 
ment of Health, Education, and Welfare alone are 
now big business activities. Vocational education 
is supported by current spending of more than 33 
million dollars, vocational rehabilitation by 52 
million, general aid to the states by 22 million, hos- 
pitals and medical care (not including the Hill- 
Burton program) by 44 million, maternal and child 
welfare by 41 million, and the National Institutes 
of Health by 189 million dollars. Without ready 
information on the number of taxpayers in this 
country, it is not possible to determine how many 
dollars each taxpayer pays in taxes each year for 
the support of HEW. But at least it is enough for 
all doctors to take a personal interest in how ‘their 
money is spent in health activities, how effective 
these services are for their communities, and what 
influence they may have on their patients. If the 
services are worth while, doctors should know 
about them and understand them. If they are not, 
or something better can be substituted, this is a 
problem concerning which there should be no lack 
of understanding. 
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ORGANIZATION SECTION 


EXERCISE AND FITNESS 


A statement on the role of exercise in fitness by a joint committee of the American Medical 
Association and the American Association for Health, Physical Education, and Recreation 


Fitness has many components, including intellec- 
tual and emotional, as well as physical, factors. 
These differ in relative importance from one period 
of life to another, depending upon varying individ- 
ual roles and responsibilities. But in every part of 
life, each of these factors is important for effective 
living. 

Fitness for living rests first of all upon a solid 
foundation of basic good health. Be it in the home, 
on the farm, in the factory, or in military service, 
fitness for living implies freedom from disease; 
enough strength, agility, endurance, and skill to 
meet the demands of daily living; reserves sufficient 
to withstand ordinary stresses without strain; and 
mental and emotional adjustment appropriate to 
the maturity of the individual. Physical fitness is 
but one element in total fitness. The top limits one 
can achieve in fitness are determined largely by 
inheritance. However, the extent to which the indi- 
vidual develops his potential for fitness is depend- 
ent upon his daily living practices including exer- 
cise habits. 

Along with exercise, adequate nutrition, sufficient 
rest and relaxation, suitable work, the use of medi- 
cal and dental services, and the avoidance of ex- 
cesses are all important in maintaining fitness. This 
report, however, is intentionally limited to the place 
of exercise in the total program of fitness. Points 
of special emphasis are, first, that the living body is 
responsive to training, and, second, that the body 
operates under wide margins of safety and is re- 
markably resistant to strain. 

Changes have taken place in modern living, in- 
cluding increased availability of easy modes of 
transportation and labor-saving machinery. As a 
result, more and more persons have tended toward 
a sedentary existence. From time to time in emer- 
gencies of various types, sudden and unusual physi- 
cal demands may be laid upon individuals and 
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groups. The possession of physical strength, agility, 
and endurance may enable the individual or group 
to survive, while the lack of fitness may spell catas- 
trophe. 

For purposes of this report, the desirability of 
fitness for the individual and for the nation is as- 
sumed, Here, the aim is to delineate the contribu- 
tions of exercise to the development and mainte- 
nance of fitness. A medical examination to establish 
the fundamental soundness of the body is a pre- 
requisite to any regimen of vigorous exercise. 


Physiological Factors 


The normal heart and circulatory system become 
more efficient in moving blood to active regions 
when repeatedly required to do so. Coincident to 
this development, improved pulmonary ventilation 
also results. The demand for increased circulation 
and pulmonary ventilation incident to protracted 
exercise is reflected primarily in an improved and 
more economical pumping action of the heart. 
Games and sports involving extended running, 
vigorous swimming and dancing, and other sorts of 
forceful effort serve this purpose. Prolonged in- 
activity, on the other hand, is marked by a decline 
in circulatory and pulmonary efficiency. 

The ability of the body to function according to 
purposeful patterns is vested in the central nervous 
system. With practice and conditioning, many 
movement patterns become second nature and al- 
most automatic. Adaptability of the nervous system 
is such as to permit proficiency in an almost un- 
limited variety of motor activities. 

An individual’s ultimate performance is limited 
by the physiological capacity of the body systems 
involved. Usually the individual reduces or discon- 
tinues his performance long before physiological 
limits are reached—when relatively slight fatigue 
sets in or in the presence of such mental factors 
as fear of overdoing. Such subjective factors as a 
feeling of breathlessness, general weakness, or mus- 
cular discomfort evoke reduction or cessation of 
activity. These may be conscious or subconscious 
inhibitions and are psychological rather than physi- 
ological in nature. 

Athletes, who learn to carry their activity beyond 
the so-called psychological quitting time, some- 
times experience a phenomenon known as “second 
wind,” which represents a physiological adjustment 
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to continuing exercise. While some athletes never 
recognize this physiological adjustment, they never- 
theless become capable of more closely approach- 
ing their physiological limits in activity. This shift 
in limitations is generally regarded as one of the 
most important concomitants of training. 

A distinction should be made, however, between 
healthful fatigue and harmful exhaustion. Exercise 
regularly carried to a point approaching physiologi- 
cal limits results in the development of increased 
endurance. Exercise carried to the stage of exhaus- 
tion may do harm, particularly in the uncondi- 
tioned individual, and especially if this is frequently 
repeated with an insufficient time for recovery. 

The voluntary muscles increase in size and grow 
stronger when gradually increasing loads are placed 
on them to the point where a major proportion of 
voluntary pulling power is involved. Activities of 
climbing, lifting, pulling, pushing, jumping, and 
speed running tend to increase muscular volume 
and strength. 

In a sedentary existence, or where physical ac- 
tivity is not diversified, certain body muscles may 
not develop sufficiently. Various forms of prescribed 
activities are used in training programs to over- 
come this. These usually take the form of selected 
conditioning exercises, including calisthenics. Under 
intelligent direction, groups of muscles not much 
used in the limited activities of modern living or in 
specialized sport programs may be singled out for 
development. 

Muscular strength increases throughout child- 
hood and through adolescence, usually reaching a 
maximum in early adulthood (earlier in women 
than in men). In the 30's or 40’s most individ- 
uals experience the onset of a gradual decline of 
strength. The heart and circulatory system also 
exhibit loss of functional capacity and resilience in 
recovery after exercise. The extent and rapidity of 
this decline is at least partly dependent on exercise 
habits in adult life. Persons who continue to train 
retain their capacities longer than otherwise. How- 
ever, great individual differences are encountered 
dependent on constitutional disposition as well as 
exercise and other living habits. A few practical 
generalizations relating to the physiology of exer- 
cise seem warranted: 

1. A child or youth requires more exercise than 
an adult because of growth needs. Also, the child’s 
interests tend toward motor acts. 

2. If the individual has been active throughout 
childhood and youth, maximum fitness is achieved 
earlier, and, in adulthood, decline of fitness is post- 
poned. 

3. Age, in itself, is not a contraindication to exer- 
cise. Precluding accidents, a healthy person will not 
do himself permanent organic injury by rational 
‘physical activity. 

4. Among older persons (over 40) physical ex- 
aminations and observation of individuals’ reactions 
to exercise disclose large numbers for whom exer- 
cise needs to be especially selected. 
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5. The range of individual] variation in capacity 
for exercise is considerable. Some persons, even at 
an early age, recover poorly from breathlessness, 
general fatigue, or feelings of exhaustion. In some, 
unfavorable emotional reactions are also noted. At- 
tempts to modify these responses through planned 
exercise should proceed slowly under medical su- 
pervision. Such persons frequently cannot reach the 
levels of fitness achieved by those to whom exercise 
is an exhilarant and a stimulant. 


Safeguards 


When averages are considered, there are measur- 
able differences between the sexes in heart capac- 
ity, muscular strength, and skeletal proportions. 
These differences set certain limitations for women 
in activities of strength, speed, and endurance. 
However, with the possible exception of heavy lift- 
ing or other activities involving greatly increased 
intra-abdominal pressure, women will profit from 
most forms of exercise. 

In the planning of exercise programs for groups, 
activities selected for girls and women may well 
be less strenuous than those selected for men. 
The range of physical capacities in individuals of 
both sexes is great, however, with some women 
having more and some men having less than the 
average strength, speed, and endurance for their 
sex. In the case of the individual, therefore, sex is 
often less significant than constitutional differences, 
personal inclination, physical condition, and social 
custom in determining the appropriateness of spe- 
cific activities. 

Exercise has been shown to be beneficial in 
alleviating certain functional menstrual disorders. 
General exercise seems to be as beneficial as exer- 
cises specifically for abdominal muscles. Whether 
exercise is continued as usual should depend on the 
individual's menstrual experience and reaction to 
physical activity. Some women need not modify 
their exercise schedule at all, while others may find 
it desirable to reduce it. If there is reason for doubt, 
a physician should be consulted. 

Certain exercises and activities are more appro- 
priate to certain seasons of the year and certain 
climates. In general, however, the time of day for 
exercise may well be in accord with personal incli- 
nation, hours of leisure, and other determining cir- 
cumstances. Evidence as to the effect of exercise on 
digestion indicates that physical exertion does not 
necessarily interfere with the digestive process, al- 
though strong emotion may do so even unaccom- 
panied by exercise. Laborers and farmers custom- 
arily work hard immediately after meals. On the 
other hand, it has been found advisable for athletes 
to eat their pregame meal three or four hours prior 
to competition in activities involving emotional 
stress. 

Exercise Suggestions 


The following suggestions will be found useful in 
deriving the maximum of enjoyment and benefit 
from exercise: 
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1. All persons should be shown by medical exam- 
ination to be organically sound before performing 
training routines leading to competitive or other 
strenuous exercise. The medical examination should 
be repeated periodically or whenever special indi- 
cations appear. 

2. A program of exercise started at an early age 
may be continued throughout life with certain ad- 
justments in terms of the varying individual effects 
of the aging process. 

3. An individual in good physical condition and 
training may appropriately participate in an activ- 
ity that might be harmful to another person of the 
same age not in a comparable state of fitness. 

4. Hard, fast, sustained, or highly competitive 
games and sports should not be played by persons 
beyond the age of 30 unless they have maintained 
or can attain by systematic training an appropriate 
state of fitness. 

5. Persons who are out of training should not 
attempt to keep pace in any vigorous sport with 
persons who are properly conditioned and accus- 
tomed to regular participation in that sport. Being 
in condition for one sport does not always mean 
being in condition for another. 

6. Persons should not compete in body-contact 
sports or endurance activities with others of dispro- 
portionate size or skill. Practice periods against 
such odds may occasionally be warranted as a 
learning device to gain experience or improve per- 
formance. 

7. Persons long out of training, or “soft” (who 
have not practiced strenuous exercise regularly) 
will need an extended period of conditioning to 
facilitate gradual return to full activity. 

8. The ability to recuperate after physical activ- 
ity is a good guide to the desirable severity of 
exercise at any age. Recuperation should be reason- 
ably prompt. If breathlessness and pounding of the 
heart are still noticeable 10 minutes after exercise, 
if marked weakness or fatigue persists after a two- 
hour rest period, if a broken night's sleep is attribut- 
able to exercise, or if there is a sense of definite 
and undue fatigue the day following, then the 
exercise has been too severe or too prolonged for 
that person in his present stage of training and 
physical strength. 

9. Exercise, regardless of its nature or extent, 
cannot provide immunization against infectious 
illness, nor can it cure communicable disease. Medi- 
cal determination of the amount and type of any 
exercise deemed desirable during convalescence is 
essential. 

10. Sports involving body contact or traumatic 
hazards necessitate the provision of protective 
equipment. Such protection is especially important 
for the head. Other activities should be substituted 
for those in which adequate protection cannot be 
provided. 

11. Boxing is a controversial activity because of 
the problem of brain injury from blows to the head. 
The controversy hinges on whether by proper 
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equipment and right regulation participants can be 
given protection against brain injury comparable to 
that provided in other sports. 

12. Careful preparation and maintenance of play- 
ing fields and other arenas of sports is essential to 
reduction of injuries and full enjoyment of the 
activity. Adequate facilities and proper equipment 
are necessary for the same reason. 


Summary 


Exercise is one of the important factors contrib- 
uting to total fitness. The contributions of exercise 
to fitness include the development and maintenance 
of strength, speed, agility, endurance, and skill in 
persons who are physiologically sound. Active 
games, sports, swimming, rhythmic activities, pre- 
scribed exercises, and such vigorous hobbies as gar- 
dening and other work around the home all can 
make distinctive as well as worthwhile general 
contributions to fitness. 

Individuals differ in their capacity to enjoy and 
benefit from participation in exercise, because of 
constitutional variations in body size, strength, and 
structure as well as differences in previous experi- 
ence and present condition. Exercise should be 
graded according to age, individual reaction to ac- 
tivity, and the state of the person’s fitness. After age 
40, more frequent medical evaluation of the indi- 
vidual’s capacity for exercise is imperative. Activ- 
ities for girls and women should be selected with 
regard for their psychological as well as physiologi- 
cal characteristics. Those which involve a minimum 
of body contact and do not stress heavy lifting 
should be favored. Regularity of exercise should be 
stressed with activity continued, if it is well toler- 
ated, during the menstrual period. 

The training involved in preparation for athletic 
competition contributes as much to fitness as par- 
ticipation in the contests themselves. Systematic 
training for any activity contributes effectively to 
fitness. Time and care taken to condition the body 
for sports and athletics through appropriate activi- 
ties will improve enjoyment, upgrade performance, 
and increase the ability to continue participation 
over a period of years. 

Certain types of exercise are appropriate to cer- 
tain conditions of weather and climate. Common 
sense suggests that a person should not set exces- 
sive performance goals under unfavorable condi- 
tions. The proper use of protective equipment is 
essential to safe and effective participation in cer- 
tain sports. Careful maintenance and proper control 
of facilities for athletic and other types of partici- 
pation will help to prevent accidents and reduce 
injuries. The rules of the game or specifications for 
play in an activity are made to protect participants 
and to enhance enjoyment. They should be prop- 
erly interpreted, scrupulously observed, and vigor- 
ously enforced. The vigor with which an individual 
participates in an activity will have more to do with 
outcomes for fitness than the activities or events in 
which he elects to participate. 
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STATEMENT BY DR. BLASINGAME TO 
CHAIRMAN OF SUBCOMMITTEE NUMBER 
2 OF THE COMMITTEE ON ARMED 
SERVICES 


The American Medical Association has been fol- 
lowing carefully the proposed changes in the pay 
scales for members of the military services, and is 
especially concerned with the proposed changes 
in the provision of the Medical and Dental Officer 
Career Incentive Act of 1956, Public Law 497. 
As your Committee is presently engaged in hear- 
ings on H. R. 9979, 85th Congress, a bill to change 
the method of computing base pay for members of 
the uniformed services, I am taking this opportun- 
ity to provide you with the action of our House of 
Delegates taken in December, 1957, on the sub- 
ject, and also to re-affirm our position of support 
for the Career Incentive Act. 

The medical officer career incentive bill had the 
wholehearted support of the American Medical 
Association. We believed then, as we do now, that 
it is a valuable method of preserving and improv- 
ing the quality of military medical manpower. This 
legislation authorized step-up salary increases for 
military medical officers, with the raises so spaced 
as to appeal tu seasoned officers, many of whom 
were leaving military careers for the private prac- 
tice of medicine. Our great concern is that the prog- 
ress made since 1956 will be lost if the relative 
benefits provided under the Career Incentive Act 
are eliminated in the proposed legislation. We have 
observed the results of the Career Incentive Act 
with satisfaction. The increase in special pay has 
had the effect of slowing down the resignation rate 
of regular medical officers of the armed forces, of 
increasing the procurement of new officers, and of 
providing stability to the respective medical corps. 
In time under this program the desired goal of a 
stable career corps, supplemented by younger re- 
serve physicians serving for a shorter period of 
time, should be reached. 

Some factors in the pending pay revisions offer 
cause for serious concern. Without commenting on 
the need for an over-all increased pay for the 
armed services, such as has been proposed under 
the Cordiner and Department of Defense plan, 
we believe that the proposed reduction in special 
pay by as much as $100 or $150 monthly in the 
groups of the most experienced physicians appears 
unwise. It certainly seems to be premature in that 
it would drastically change a law less than two 
years old. It is realized that, under the proposal, 
no reduction in pay is to result for any medical 
officer and that some additional raises will result. 
However, the reduction in special pay schedules, 
with a reduction in the amount for the more experi- 
enced medical officers, cannot help but have an ad- 
verse effect. Even at present rates, the special pay 
is largely an “earnings equalization pay” to com- 
pensate for the long and expensive medical educa- 
tion and the resultant delay in earnings for the 
physician. It provides little incentive to meet the 
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competition of civilian professional opportunities, 
such as family stability, economic advantages for 
the successful physician in private practice, and 
professional satisfactions which are generally pre- 
ferred by the majority of physicians to those of a 
military career. 

The Career Incentive Act, passed only two years 
ago, appears to be doing the job it was intended 
to do. Figures provided to our Committee on Mili- 
tary Affairs of the Council on National Defense in 
October, 1957, show that resignations have de- 
clined to a significant degree, particularly among 
the medical officers who have had a number of 
years of service. Also, there is a rising interest in 
military medical careers, a trend that will strength- 
en the medical corps in the years ahead. However, 
since it is much too early to evaluate the long-term 
trend, we would recommend caution concerning 
any changes that might jeopardize the good which 
has already been accomplished. It is sincerely 
urged that the Congress retain the special pay in 
the amount provided in the Medical Officer Career 
Incentive Act and that this special pay continue to 
be an addition to the pay provided other officers 
of appropriate rank and service. 


The following recommendation is an extract from 
the Reports on Actions of the House of Delegates. 
This recommendation was adopted by the House of 
Delegates on Dec. 5, 1957.—En. 


Report of the Reference Committee on Medical 
Military Affairs 


Mr. Speaker and members of the House of Dele- 
gates: 

Your Reference Committee is in accord with the 
Cordiner study committee report which deals with 
the development of a program to attract and re- 
tain the combat leadership, scientific, professional, 
technical, and management skills required by our 
armed forces today and in the future, provided it 
does not impair the effectiveness of the present 
career incentive provisions now authorized under 
the Career Incentive Program. 

This program has already proved of great bene- 
fit in atracting and retaining medical officers in 
the armed services. 

Mr. Speaker, I move the adoption of this portion 
of the report. 


NEW A. M. A. PUBLICATIONS 


The ninth annual publication of “Reviews of 
Medical Motion Pictures” is now available on re- 
quest from the film library of the A. M. A. This 
publication is prepared by the Council on Scien- 
tific Assembly, Motion Pictures and Medical Tele- 
vision, and contains reprints of all film reviews 


published in THe Journat during 1957. 


A. M. A. in Action.—An attractively illustrated 44- 
page booklet describes the activities and services 
of the A. M. A. Single copies free on request from 
the Public Relations Department. 
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RESULTS OF SURVEY OF PHYSICIANS SEPARATED FROM 
ACTIVE MILITARY SERVICE 


Since 1952, the Council on National Defense has 
conducted an opinion survey among physicians be- 
ing released from active military service. The ques- 
tionnaire utilized in the survey is primarily de- 
signed to obtain pertinent data based upon the 
physician’s observations and opinions, while in the 
armed forces, concerning the utilization of physi- 
cians and the medical staffing conditions in the uni- 
formed services. 

The results of this continuing survey are period- 
ically reported in THe JourNAL. The questionnaire 
also calls for comments and suggestions of ways to 
further improve the medical corps as well as ways 
and means whereby organized medicine can be of 
greater assistance to military physicians. Conse- 
quently, the results of the survey serve as a basis 
for recommendations and conferences with repre- 
sentatives of the military establishments. 


TaBLeE 1.—Age Distribution of Physicians by 
Five-Year Age Groups 


Army Navy Air Force 
9 


4 14 216 


136 
5 

1 

1 


383 

This report covers the period from Jan. 1, 1956, 
to Dec. 31, 1956. During that period, the Council 
sent out 2,519 questionnaire forms and, of these, 
1,600 completed ones were returned, representing 
a 64% response. 

The order of presentation has been varied some- 
what from that of previous years in that more 
information in both narrative and table form is fur- 
nished for the year 1956. Accordingly, table num- 
bers for 1956 will not correspond to those of prev- 
ious years. 

The age distribution of responding physicians in 
the Army, Navy, and Air Force is disclosed in 
table 1. 


Number of Years Since Graduation 


More than half of the physicians replying were 
graduated from medical school subsequent to 1949; 
the second largest group graduated during the 
period 1945-1949. None failed to indicate the year 
of graduation from medical school. Table 2 dis- 
closes the complete tabulation. 


Years of Residency Training 


The largest group replying to this question had 
no residency training, while the second largest 
group had but one year residency training at the 
time of entrance on active duty. A complete break- 
down is given in table 3. 


Occupation at Time of Entering Service 


The largest groups of physicians who served 
in the Army and Navy were engaged in general 
practice at time of entrance on active military duty, 


TaBLE 2.—Number and Percentage Distribution of Physicians 
Graduated from Medical Schools in Selected Intervals 


Interval 


1950 and later ... 
Total 


TaBLE 3.—Percentage Distribution of Total Physicians 
by Years of Residency 


* Forced to total 100%. 


TaBLe 4.—Percentage Distribution of Physicians According 
to Type of Practice at Time of Entering Military Service 


Navy,% Force,% 
Internship 35.9 
Residency 11.5 
General practice 24. 6. 28.8 
Specialty practice 13.6 
10.2 
100.0 100.0 


* Forced to total 100%. 


while the largest group in the Air Force was in 
internship. The summary report for the year 1955 
reflected that the largest groups in the Army and 
Air Force were engaged in general practice, while 
the largest group in the Navy was in residency 
training prior to active military service. In the 
Army and Navy groups specialty practice was sec- 
ond, while in the Air Force general practice was 
second. Table 4 indicates the percentage distribu- 
tion by services according to type of practice at 
time of entering military service. 
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Number of Physicians Holding Board Certificates 
by Field of Specialization 


Table 5 shows the detailed numbers, by special- 
ty and branch of services, of physicians holding 
board certificates. Of the 293 persons responding 


TaBLeE 5.—Number of Physicians Holding Board 
Certificates by Field of Specialization 


Army Navy Air Force 


Pediatries 

Psychiatry and neurology 
Orthopedic surgery 
Dermatology and syphilology 
Radiology 

Urology 

Obstetrics and gynecology 
Internal medicine 
Ophthalmology 

Pathology 

Otolaryngology .. 

Surgery 

Anesthesiology 

Plastic surgery 

Neurological surgery 

Physical medicine 

Preventive medicine and public health .... 
Proctology 

Thoracic surgery 

Other 
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to the question, 131 holding board certificates were 
in the Army, 125 were in the Navy, and 37 were 
in the Air Force. The specialties covered over 19 
different fields, of which the largest was internal 
medicine, the second largest was surgery, and the 
third largest was pediatrics. In the previous report 
for the year 1955 internal medicine was first fol- 
lowed by pediatrics and surgery. By branch of serv- 
ice, a total of 22% of those responding in the Army, 
20% of those in the Navy, and 10% of those in the 
Air Force had board certificates. 


Government Medical Education Received 


Of the 1,600 physicians responding, a total of 533 
stated that they had received assistance from the 
government in their medical education. There were 
1,067 who indicated they had received no govern- 


TABLE 6.—Percentage Distribution of Physicians by Type 
of Governmental Medical Education Received 


Army, % Navy,% Air Force, % 


Army Specialized Training 
Program 


ment assistance. The largest single group receiving 
government assistance was under the Army Spe- 
cialized Training Program. The next two largest 
groups were under the Navy V-12 Program and 
the GI Program. Table 6 shows the percentages by 
branch of service. Of the responding physicians, 
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64% of those who served in the Army, 67.3% of 
those in the Navy, and 70% of those in the Air 
Force received no government assistance. 


Training Received While in Service 


There were 895 of a total of 1,597 responding 
physicians who received military medical training 
while on active duty in the Army, Navy, and Air 
Force. The Medical Field Service School accounted 


TaBLE 7.—Number and Percentage Distribution of Physicians 
by Type of Governmental Medical Training Received 
Army Navy Air Force 
% No. % 


Basie course, medical fleld 
service school ‘ 81.7 5 7.5 


Advanced courses, medical field 
service school 0.8 
School of aviation medicine 0.0 6 4.2 
Marine medical officers training 0.0 2 3.9 
Marine fleld service training 0.0 - 1.3 
Amphibious forces training school... 0.0 36 6.4 
0.8 21 3.4 
16.7 45 73.3 
100.0 614 100.0 383 100.0 


for the largest number, with the School of Aviation 
Medicine the second largest group. Table 7 sets 
forth the number and percentage distribution of 
physicians by type of training received in each 
branch of service. 


Physicians’ Evaluation of Medical Military 
Training 

The majority of physicians filling out the ques- 
tionnaire felt that all important features of medical 
military training had been satisfactorily covered. A 
small percentage indicated the training was unsat- 
isfactory but gave no specific reasons. Others stated 
reasons why they considered their tour of service 
unsatisfactory. According to services, the response 
to this multiple-answer question was 600 from the 
Army, 614 from the Navy, and 383 from the Air 
Force. Table 8 shows percentages by branch of 
service. 


TaB_e 8.—Physicians’ Evaluation of 
Medical Military Training 


Air Force, % 
Satisfactory 5 J M6 
Unsatisfactory 5 33. 15.4 


Unsatisfactory and insufficient 
training in 
Basic orientation and indoc- 
trination 


Military customs, administra- 
tion, regulations, ete. ...... 


Military medicine and surgery 
Miscellaneous 
100.0 100.0 100.0 
100.0 100.0 


* Forced to total 100%. 


Physicians’ Evaluation of Assignment 


The majority of responding physicians stated that 
their longest and next longest assignments were 
almost completely, or partially but satisfactorily, in 
line with their training and experience. Consistent 


= | 
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1 2 1 
3 3 eee 
$1.8 18.9 22.9 29.7 | 
3.7 27.0 5.9 
ASTP and GI Bill .............- 79 5.0 6.1 
Navy V-12 and GI Bill .......... 2.3 8.5 6.1 63° 
100.0 100.0 wal 100.0 
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with this evaluation, the majority also expressed 
satisfaction with the same assignments. In answer 
to both questions, a greater portion of the Air Force 
physicians responded favorably than did Army or 
Navy medical officers. Tables 9 and 10 disclose the 
percentages by branch of service. 


TABLE 9.—Relation of Assignments in the Service 
to Training and Experience 


Questions and Replies Army,% Navy,% Air Force, % 


Was longest assignment in line with 
training and experience? 
Almost completely 


Partially, but satisfactorily 
Partially, not satisfactorily 
No, hardly at all 


Was next longest assignment in line 
with training and experience 
Almost completely 


Partially, but satisfactorily 
Partially, not satisfactorily 
No, hardly at all 


* Forced to total 100%. 


TaBLE 10.—Physicians’ Satisfaction With Assignment 


Assignment and Response 
Longest assignment 
Very satisfied 52. 40.5 
Fairly satisfied 26. 32.0 
Dissatisfled 15.5* 


Army,% Navy,% Air Force, % 


Next longest assignment 
Very satisfied 


Fairly satisfied 
Dissatisfied 


* Forced to total 100%. 


Types of Patients Treated 


One of the questions was designed to determine 
the percentage of time devoted by physicians to 
military personnel, dependents of military person- 
nel, and administrative duties, both at domestic 
and overseas stations. Table 11 sets forth the per- 
centages. 


TaBLE 1].—Percentage of Time Spent in Treating Military 
Personnel, Dependents of Military Personnel, and Others 


About Under No Re- 
Persons Treated 75-100% 50-75% W% 25-% 25% sponse 
Military personnel 
Overseas 5.2 6.3 57.9 


Dependents of military 
personnel 


Domestic i 8.8 J J 24.3 20.1 

Overseas 3.4 10.1 71.5 
All other duties 

Domestie 14 2. 29.5 52.3 

Overseas 13 J 15.6 744 


Types of Nonmilitary Medical Care Provided 


The question which was designed to determine 
the types of medical duties most frequently per- 
formed for nonmilitary persons elicited the infor- 
mation that in all three branches of the service out- 
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patient care ranked first at domestic and overseas 
stations. In the Army, general medical and hospital 
care was second in the United States, while pedi- 
atrics was second at overseas stations. In the Navy, 
pediatrics was second at domestic installations, 
while general medical and hospital care was second 
overseas. Obstetrics and gynecology was second for 
Air Force physicians in the United States, and 
pediatrics was second at overseas bases. Table 12 
reveals the types of services rendered and with 
what frequency. 


TABLE 12.—Type of Service Provided to Dependents 
of Military Personnel 
Type of Service 
Domestic 
Outpatient care 30.1 36.1 
Surgery 2 11.8 
General medical and 
hospital care 3.2 12.6 
Obstetrics and gynecology... § 12.4 
Pediatries J 15.3 
11.8 


Army, % Navy,% Force, % 


Outpatient care 
Surgery 
General medical and 
hospital care 
Obstetrics and gynecology... 
Pediatrics 
100.0 100.0 


* Forced to total 100%. 


Medical Care of Dependents of Military Personnel 
Which Could Have Been Adequately Performed 
by Civilian Medical Personnel 


With respect to service in the United States, the 
majority of responding physicians were of the opin- 
ion that all medical care of nonmilitary persons 
could have been adequately performed by civilian 
medical personnel. In the three branches of the 
service, 816 of 1,316 physicians, or 62%, so respond- 
ed. However, in regard to overseas service only 127 
of 495 physicians, or 26%, were of that opinion. In 


TABLE 13.—Physicians Indicating Feasibility of Medical Care 
of Nonmilitary Personnel by Civilian Medical Personnel 


Navy Air Force 
% No 
62.2 210 


Some care 


17 
30 
0.0 46 
100.0 128 
* Foreed to total 100%. 


fact, 197 of 495 physicians, or nearly 40%, stated 
that none of the medical care of nonmilitary persons 
at overseas stations could have been adequately 
performed by civilian medical personnel. Table 13 
shows the percentages of physicians in the Army, 


66.7 54.7" 67.8 
13.1 17.9 19.8 
13.0* 15.8 8.4 
Té 100.0 100.0 100.0 
sane 51.1 51.4 60.7 
= 20.4 24.0 17.4 
14.6 12.4 10.3 
Overseas 
41.8 
43.7 
10.8 
7.9 12.0 4.2 —— 
| 69 
Army 
Type of Ho. %o N 
; Domestic 
179 7 40 91 
13.3 
23.4 
35.9 
100.0 
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Navy, and Air Force and their opinion in regard 
to the feasibility of the treatment of dependents 
of military personnel by civilian medical personnel 
at both domestic and overseas bases. 


Physicians’ Evaluation of Staffing Conditions 


One of the questions was designed to obtain the 
opinion of physicians as to staffing conditions of 
nurses, enlisted medical personnel, physicians, den- 
tists, and others at the two units where the physician 
served his longest and next longest assignments. 
With respect to the longest assignment, the tabula- 
tion of this multiple-answer question indicated that 
in the Army replies of overstaffing totaled 691, un- 
derstaffing 823, and adequate staffing 1,470. In the 


TABLE 14.—Medical Staffing Conditions in the Armed Forces 


Enlist- 
ed 
Med- 
ical 
Per- 
son- si- Den- Oth- 
Nurses, nel, vians tists, ers, 
For longest assignment % % % % 7 
Army 
Overstaffed 51 11.1 15.6 2.0 
Understaffed 32.6 15.6 29. 16.5 38.6 
Adequate 62.3 73.3 67.9 94 
Total 100.0 100.0 100.0 1000 1000 
Navy 
Overstaffed 4.5 12.9 27.6 12.9 51.6 
Understaffed 30.8 6.3 21.4 15.5 38.2 
Adequate 64.7" 60.8 51.0 71.6 10,2 
100.0 100.0 100.0 100.0 1000 


Oversta fled 5.2 13.0 a 23.1 4.6 
Understaffed 49.6 36.0 J 17.2° 381.3 
Adequate 45.2 51.0° 14.1 
Total 100.0 100.0 100.0 100.0 
For next longest 
assignment 
Army 
Overstaffed 4.3 13.5 141 39.9 
Understaffed 26.2 11.2 13.1 
\dequate 69.5 75.3 56.8 72.8 23.2 
100.0 100.0 100.0 1000 1000 000 
Navy 
Overstaffed 5.8 15.8 23.3 10.3 40.2 26.4 
Understaffed 17.9 14.8 18.9 13.5 38.3 26.6 
Adequate 76.3 69.4 57.8 76.2 21.5 47.0 
100.0 100.0 1000 100.0 100.0 1000 
Air Force 
Overstaffed 11.1 15.2 13.7 39.8 25.9 
Understaffed 4 21.2 4.0 16.5 34.8 29.6 
Adequaie : 59.6 67.7 60.8 69.8 25.4 44.5 
Total 100.6 100.0 100.0 100.0 oo 


* Forced to total 100%, 


Navy, overstaffing totaled 738, understaffing 811, 
and adequate staffing 1,415. The Air Force tabula- 
tion revealed 461 replies of overstaffing, 636 of un- 
derstaffing, and 819 of adequate staffing. The re- 
sponse to the question concerning the next longest 
assignment revealed that in the Army overstaffing 
totaled 671, understaffing 701, and adequate staff- 
ing, 1,174. In the Navy, the results were 697, 702, 
and 1,243 respectively, while the Air Force tabu- 
lation was 414, 473, and 710 respectively. Table 14 
reflects, in detail, the percentages relative to over- 
staffing, understaffing, and adequate staffing condi- 
tions in the three military services for the physi- 
cians longest and next longest assignments. 
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Unnecessary or Wasted Aspects of Military 
Training 
There were 477 physicians who responded affirm- 


atively to the question, “Were there any aspects of 
your military training that were unnecessary or 


TaBLe 15.—Unnecessary or Wasted Aspects of 
Military Training 


Navy Air Force 


Not in field for which trained 
No training or experience in fleld .... 
Capable of more responsible medical 


10.0 1000 100.0 


wasted?” Negative answers were received from 
1,120 medical officers. Of those who answered af- 
firmatively, the majority were of the opinion that 
performance of nonmedical duties was the area of 
greatest waste in their military training. Table 15 
sets forth the reasons with percentages. 


Physicians’ Suggestions for Making Military Service 
More Attractive to Medical Men 


There were 1,476 physicians who offered sugges- 
tions for making military service more attractive for 
the practice of medicine. Only 124 physicians felt 
that nothing could be done to make military service 
more attractive to medical men. Table 16 sets forth 
the suggestions from physicians in the three 
branches of military service. 


Suggestions for Improvement of Services Furnished 
by Medical Associations to Military Physicians 


A total of 515 physicians, or 32%, offered sugges- 
tions in response to the question concerning the role 
of national and local medical associations in main- 


TABLE 16.—Physicians’ Suggestions for Making Military 
Service More Attractive to Medical Men 


Navy Air Force 


Suggestions 

Improved utilization of medical 

personnel 
Higher rank; merit promotions 
Inerease in pay 
Choice of stable location 
Adequate housing for family 
Opportunity to practice specialty ... 
Residency or further training 
More capable commanding officers .. 
Freedom from nonmilitary 

interference 
Independent medical service without 

rank 142 4 124 
Other 5 502 268 

2,054 100.0 1,305 100.0 


* Foreed to total 100%. 


taining closer contact or rendering better service 
to their members who served as physicians in the 
armed forces. The suggestions are tabulated in 
table 17. The other 1,082 physicians who returned 
the questionnaire offered no suggestions. 


Army 
No. No. No. & 
9 4.6 4.4 2 18 
es) 2.6 6 3.3 2 1.8 
duties 62 341 13 
Nonmedical duties .................... M4 73.5 67 368 8 73.0 
3 1.5 ll 60 4 3.4 
To- 
tal, 
% 
23.1 
27.6 
49.3 
100.0 
“49 
27.4 
47.7 
100.0 
\ 


~ 


1752 COUNCIL ON NATIONAL DEFENSE 


Physicians Who Would Voluntarily Remain in 
Service 

In response to the question relative to military 
service beyond the obligated tour of duty, 929 
physicians indicated they would not be willing to 
stay in military service for more than two years of 
service under any conditions except total war. 
There were 671 physicians who indicated they 
would serve an additional period under certain 
conditions. Many physicians listed more than one 
condition. Table 18 reflects the reasons or condi- 
tions under which an additional period of service 
would be acceptable. 


TABLE 17.—Suggestions for Improvement of Services Fur- 
nished by Medical Association to Military Physicians 
Suggested Society Activities Army Navy Air Force 
More information, newsletters, etc. ............ 49 36 16 
Personal visits by civilian physicians to 


evaluate BTICEVANCES 85 
Invitation of military physicians to civilian 

MOTION] 32 39 32 
Assistance in jocating « position after 

8 16 3 
Assistance in preventing evasion of military 

4 6 2 
Distribution of questionnaires to physicians in 

Provision of specialists for clinical conferences 17 18 10 
Miscellaneous suggestions 23 


TaBLE 18.—Distribution Indicating Conditions of Voluntary 
Extension of Service Beyond Two Year Requirement 


Army Navy Air Force 


Conditions % No. 
Demonstrated need 28 4.7 15 2.3 18 
All doctors serving on an equitable 

16 2.7 10 1.5 7 1.5 
Promotion to higher rank ........... 31 53 3 46 @ 66 
71 #120 62 95 69 11 
Given residency or further training .. 34 58 41 63 3 66 
Opportunity to practice specialty .. 37 63 57 8.7 34 7A 
Choice of duty assignment ........... 33 56 659 90 40 8.8 
Choice of stable location ............. 48 8.1 62 95 3% 8.5 
Living quarters for family ........... 26 44 18 37 3 2.6 
Request for extension at status quo 

2 3 3 4 2 4 
Extended service time voluntary ..... 18 3.1 29 44 44 
Miscellaneous conditions ............. 246 269 36.3 

590 100.0 655 100.0 457 100.0 


Preferred Branch of Service for Practice of 
Medicine 
In response to the question of preference if the 
physician were going to practice medicine in a fed- 
eral government agency, 608 physicians stated a 
preference for the armed forces. A total of 971 phy- 
sicians expressed a preference for other agencies of 
the federal government, while 18 physicians had no 
preference. Of those who preferred the armed 
forces, the majority chose the branch of service in 
which they had served. Table 19 sets forth the pref- 
erences as to branch of service. 


Distribution of Physicians by Rank at Time of 
Discharge 
The majority of physicians in the Army and Air 
Force held the rank of captain at the time of their 
release from active military duty. However, in the 
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Navy at the time of separation, the majority were 
in the lowest rank of lieutenant junior grade. There 
were 1,597 physicians who answered this question. 
The survey indicated that approximately 36% of 
those who reported were in the lowest rank, while 
44% held the rank of captain or lieutenant senior 
grade. There were approximately 20% with the rank 
of major or lieutenant commander and _ higher. 
Table 20 indicates the number and percentages by 
rank within the three services. 


Length of Active Service as a Medical Officer 


In the Army there were 600 responding physi- 
cians who served an average of 15% months in the 
United States and 9 months at overseas stations. 
There were 614 naval medical officers who had an 


TaBLe 19.—Preferred Branch of Service for 
Practice of Medicine 


Army Navy Air Force 

No. No. No. 

ie 152 74.5 5 2.1 5 3.0 

3 15 218 92.4 2 1.2 

2 1.0 1 4 

204 100.0 236 100.0 168 100.0 


TABLE 20.—Distribution of Physicians by Rank at 
Time of Discharge 


Army Navy Air Force 


179 29.8 392 63.9 4 1.0 
34 341 89.0 
Major-lieut. commander ............. 41 68 115 18.7 5 1.3 
Lieut. col.-commander ............... 7 12 538 8.6 1 0.3 
31 5.2 30 49 32 84 
600 100.0 614 100.0 383 100.0 


TABLE 21.—Percentage Distribution of Physicians 
According to Reserve Status 


Army, % Navy, % Force, % 
Retained commission .......... 34.8 68.2 46.5 
Resigned commission .......... 64.7 31.8 538.5 
100.0 100.0 100.0 


average of 20 months active duty in the United 
States and 5 months overseas. Responses from 383 
physicians in the Air Force revealed an average 
tour of duty of 21 months in the United States and 
6 months at overseas bases. 


Reserve Status 


Of the 1,597 physicians reporting, 806 indicated 
they retained their reserve commissions while 788 
resigned their commissions. There were three who 
did not respond. By services, the Army had 209 re- 
taining commissions and 388 resigning; the Navy 
had 419 retaining and 195 resigning; and the Air 
Force had 178 retaining and 205 resigning their 
commissions. Table 21 reflects the percentages by 
branch of service. 
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MEDICAL NEWS 


CALIFORNIA 

Harvard Alumni Meeting.—There will be a dinner 
meeting of the Harvard Medical Alumni Associa- 
tion of Southern California on April 23, 6:30 p. m., 
at the California Club, Los Angeles, and all grad- 
uates from Harvard Medical School are invited. 
Meetings of the California Medical Association and 
the American College of Obstetricians and Gynecol- 
ogists will take place during that week in Los 
Angeles. Reservations can be secured from Dr. Low- 
ell F. Bushnell, 1321 N. Vermont Ave., Los An- 
geles 27, chairman of the executive committee. 


Funds for Cardiovascular Research.—Applications 
for funds to support research in the cardiovascular 
field will be received until April 15, by the Los 
Angeles County Heart Association. Applications 
will be considered on a priority basis as follows: 
(1) research into the causes and means of preven- 
tion of heart disease; (2) research concerning treat- 
ment of heart disease; and (3) studies of methods 
of diagnosis. Applications are invited for project 
grants-in-aid, fellowships, and established investi- 
gatorships. The committee will consider the appli- 
cations early in May and will interview each ap- 
plicant. Grants will be effective July 1. Ten copies 
of each application must be submitted. Information 
may be obtained from the Heart Association, 660 
S. Western Ave., Los Angeles, DUnkirk 5-4231. 


Annual Tuberculosis Meeting.—The annual meet- 
ing of the California Tuberculosis and Health As- 
sociation will be held April 10-12 at the Villa Hotel, 
San Mateo. Joint and special sessions will be held 
with the California Trudeau Society, California 
Sanatorium Association, and California Conference 
of Tuberculosis Workers. Speaker at the opening 
joint session will be Dr. Robert H. Ebert, professor 
of medicine, Western Reserve University, School of 
Medicine, Cleveland, whose topic is “New Horizons 
in Research.” Other speakers are as follows: 


Our Common Problem—Alcoholism, Mrs. Marty Mann, ex- 
ecutive director, National Council on Alcoholism. 

Radiation and Research, Dr. Robert R. Newell, consultant, 
Naval Radiological Defense Laboratory, San Francisco. 

Program Research Via the Tuberculin Test, Dr. H. Cabot 
Brown, field director for the association’s tuberculin testing 
team. 

Small Associations and Research, Dr. Edna M. Winter, Fres- 


no. 
Review of Surgery, Dr. Edgar W. Davis, Georgetown Uni- 
versity, Washington, D. C. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


A symposium on chemotherapy is planned, and a 
summary address, “The Real Needs in Pulmonary 
Research,” will be given by Dr. Averill A. Liebow, 
John Ely Professor of Pathology, Yale University, 
New Haven, Conn. For information write the Cali- 
fornia Tuberculosis and Health Association, 130 
Hayes St., San Francisco. 


COLORADO 

Dr. Wasson Receives Radiology Award.—Dr. W. 
Walter Wasson, Denver radiologist, was awarded 
the Gold Medal of the American College of Radi- 
ology Feb. 7, for his “outstanding contributions to 
the art and science of this medical specialty.” Only 
18 other radiological leaders in the nearly 40-year 
history of the College have been awarded the Gold 
Medal. 


Society News.—Officers of the Colorado Radiologi- 
cal Society for the current year are: president, Dr. 
James W. Lewis, of Colorado Springs; vice-presi- 
dent, Dr. Emanuel Salzman, of Lakewood; secre- 
tary, Dr. Lorenz R. Wurtzebach, 601 E. 19th Ave., 
Denver; treasurer, Dr. Charles Gaylord, Denver. 
——The Colorado Society of Clinical Pathologists 
has elected the following officers for 1957-1958: 
Dr. William D. Millett, president; Dr. Silas M. P. 
Ashe, vice-president; Dr. Paul K. Hamilton Jr., 
secretary-treasurer; and Dr. William C. White, 
councilor. 


CONNECTICUT 

John H. Bumstead Memorial Fund.—Creation of a 
John H. Bumstead Memorial Fund for purchase of 
publications for the Yale Medical Library has been 
announced. The fund honors the memory of the 
late Dr. John H. Bumstead, associate clinical pro- 
fessor of the Yale School of Medicine. Associates 
of the Yale Medical Library have established the 
fund, with many of Dr. Bumstead’s former medical 
colleagues, friends, and patients already contribut- 
ing to the continuing memorial. Books and publica- 
tions purchased through income of the fund will 
be identified by a special bookplate which is being 
designed. 


Dr. Southwick to Head Orthopedics Section.—Dr. 
Wayne O. Southwick, a member of the Johns Hop- 
kins medical faculty, has been appointed associate 
professor of orthopedic surgery and head of the 
Section in Orthopedics at the Yale School of Medi- 
cine, New Haven, effective July 1. Dr. Southwick 
joined the Johns Hopkins staff in 1950. He was on 
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leave in 1952-1953 for military duty and on re- 
turning in 1954 was appointed an instructor im 
orthopedic surgery. He was promoted to assistant 
professor in 1957. At Yale he will succeed Dr. 
Charles O. Bechtol, who resigned to accept an ap- 
pointment in California. 


State Medical Meeting in Stratford.—The 166th an- 

nual meeting of the Connecticut State Medical 

Society will be held in the High School at Strat- 

ford, April 29-May 1. Out-of-state speakers will 

present the following: 

Staphylococci and the Use of Antibiotics, Dr. Wesley W. 
Spink, Minneapolis, Minn. 

Spontaneous Regression of Malignancy, Dr. Tilden C. Ever- 
son, Chicago. 

Some Uses of Isotopes in Medicine, Dr. Solomon A. Berson, 
Bronx, N. Y. 

Thyroid Disease in Children, Dr. Robert W. Buxton, Balti- 
more. 

Rehabilitation of the Patient with Coronary Artery Disease, 
Dr. Lewis H. Bronstein, New York City. 

Reactions Due to Drug Idiosyncracy, Dr. Robert P. Mc- 
Combs, Boston. 

Current Status of Anti-Hypertensive Drugs, Dr. William 
Hollander, Boston. 

Space Medicine, Brig. Gen. Wilford F. Hall, M.C., U.S.A.F., 
Wright-Patterson Air Force Base, Ohio. 

Progress in Cancer Research, Dr. Cornelius P. Rhoads, New 
York City. 


A panel discussion on adoptions will be held the 
afternoon of April 30. Dr. Aims C. McGuinness, 
special assistant for health and medical affairs to 
the Secretary of Health, Education and Welfare, 
Washington, D. C., will present “The Role of the 
Federal Government in the Field of Medica] Care” 
at the annual dinner April 30. A film, “The Doctor 
Defendant,” will be shown May 1. For information 
write the Connecticut State Medical Society, 160 
St. Ronan St., New Haven 11, Conn. 


ILLINOIS 

Chicago 

Neurological Society Lecture.—The Leo Kaplan 
Memorial Lecture will be given before the Chicago 
Neurological Society April 8 in the Beaubien Room 
of Stouffer's Restaurant, Prudential Building, 
Prudential Plaza, at 8 p. m., by Charles M. 
Pomerat, Ph.D., professor of cytology, University 
of Texas, School of Medicine, on the subject, “Re- 
cent Advances in the Study of Living Nervous 
Tissue.” 


Summer Camp for Diabetic Children.—The Sum- 
mer Camp for Diabetic Children will be conducted 
for the 10th year under the auspices of the Chicago 
Diabetes Association from July 20 through Aug. 10 
at Holiday Home, Lake Geneva, Wis. Boys and 
girls from 8 through 14 years of age are eligible. 
The camp will be staffed by resident physicians, a 
nurse, two dietitians, and a laboratory technician, 
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in addition to the regular counseling and domestic 
staff of Holiday Home. Rates for Summer Camp 
are arranged in accordance with individual circum- 
stances. Applications may be obtained from, and 
inquiries should be addressed to The Chicago 
Diabetes Association, 5 S. Wabash Ave., Chicago 3, 
Phone ANdover 3-186}. 


KENTUCKY 

County Society Officers Conference.—Speakers at 
the eighth annual County Society Officers Confer- 
ence March 27, sponsored by the Kentucky State 
Medical Association, included the following: 
Dr. Gunnar Gundersen, LaCrosse, Wis., president- 
elect, A. M. A.; Dr. Thomas H. Alphin, director of 
the Washington, D. C., office of the A. M. A.; 
Mr. Arthur J. Clephane, Philadelphia, attorney for 
the Pennsylvania State Medical Society; Mr. John 
Castellucci, Chicago, executive director of the Blue 
Shield Medical Care Plans; Mr. Oliver Ebel, To- 
peka, executive secretary of the Kansas State Medi- 
cal Society; Major General Paul I. Robinson, exec- 
utive director, Office for Dependents’ Medical Care, 
Department of the Army, Washington, D. C., and 
Mr. Robert B. Throckmorton, Des Moines, attorney 
for the Iowa State Medical Society. 


MARYLAND 

Eliot Infirmary for Retarded Children.—The Martha 
M. Eliot Infirmary of the District Training School 
of the Children’s Center, Laurel, named to honor 
Dr. Eliot’s years of service to the cause of child and 
maternal health, was dedicated March 9. The new 
building, which is designed for the care of severely 
retarded, helpless children is, as is the center, under 
the direction of the Department of Public Welfare 
of the District of Columbia. The Children’s Center, 
of which the infirmary is a part, also embraces an 
educational program for parents and foster parents 
of the mentally retarded. The Martha M. Eliot 
Infirmary was built at a cost of $813,500. It includes 
space for 200 children. Opportunities will be of- 
fered to medical persons working in the new infirm- 
ary to develop diagnostic and classification skills. 
Dr. Eliot, who was guest of honor at the dedica- 
tion, is head of the department of maternal and 
child health, Harvard University, Boston. 


Personal.—_Dr. George W. Sprehn has been ap- 
pointed director of the Community Psychiatric 
Clinic of Montgomery County. He succeeds Dr. 
Henry A. Segal, who resigned last September to 
enter private practice. Dr. Sprehn has been serving 
on an interim basis since Nov. 1.-—Appointment of 
Dr. William B. Wood Jr., vice-president in charge 
of medical institutions, Johns Hopkins University, 
Baltimore, to the National Advisory Allergy and 
Infectious Diseases Council was announced Feb. 
28 by the Surgeon General, U. S. Public Health 
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Service. Dr. Wood is a trustee of the Rockefeller 
Foundation, a member of the Armed Forces Epi- 
demiological Board, and a consultant to the Walter 
Reed Army Medical Center. 


MASSACHUSETTS 

University News.—The Aipha Omicron Chapter of 
the Phi Delta Epsilon Fraternity at the Boston 
University School of Medicine, will hold its annual 
Aaron Brown Lecture April 9, 7:30, in the audito- 
rium of Boston University School of Medicine. The 
guest speaker will be Dr. Dwight Emary Harken, 
associate professor of surgery, Harvard Medical 
School. The general topic will be the “Past, Present, 
and Future of Cardiac Surgery.” 


Law-Medicine Research Institute—A Law-Medi- 
cine Research Institute has been established at Bos- 
ton University, president Harold C. Case, LL.D., 
has announced. The institute, working cooperative- 
ly with the university's schools of law and medicine, 
headed respectively by deans Elwood H. Hettrick, 
LL.D., and Dr. Chester S. Keefer, will establish a 
program of research and training in the interdisci- 
plinary areas of law, medicine, and the behavioral 
sciences. It will also act as a clearing-house for in- 
formation on activities in the medico-legal area. 
Named as director of the institute is Prof. William 
J. Curran, of Newton, a professor of law and legal 
medicine at the university. Beginning with the 
present semester, the institute will conduct courses 
in medico-legal areas and will regularly sponsor a 
lecture series for the practicing members of the 
profession. This spring, New York attorney Emile 
Zola Berman is scheduled to speak. The complete 
National Advisory Council to the Institute includes 
among others C. Joseph Stetler, Director, Law De- 
partment, American Medical Association. 


MICHIGAN 

Hospital News.—A new $1,250,000 wing at the 
Evangelical Deaconess Hospital, Detroit, was dedi- 
cated Dec. 15. In commemoration of the opening of 
the addition Dr. Harry Goldblatt, professor of 
experimental pathology, Western Reserve Univer- 
sity School of Medicine, Cleveland, presented a 
lecture, “Experimental Cancer,” March 15. The new 
wing has five floors. 


Mobile Laboratory for Pollution Testing —A new 
mobile laboratory—classroom has started visiting 
sewage treatment plants throughout the state. The 
$14,000, custom-built, 32-foot trailer was purchased 
by the Michigan Water Resources Commission out 
of federal funds allocated to Michigan for stream 
pollution abatement. The trailer, operated by state 
health department chemists and engineers, has two 
purposes: (1) to evaluate local plant performance 
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by helping local operators to detect and investigate 
causes of reduced efficiency in the plants; (2) to 
train plant operators to perform chemical and phy- 
sical tests. Before July 1 the unit will visit about 
25 plants in the southern part of the state and 
eventually will visit most of the 200 publicly 
owned sewage treatment plants in Michigan. 


Dr. Weber to Give Hodges Lecture.—The Fred 
Jenner Hodges Radiological Society will present 
the first Fred Jenner Hodges Lecture April 11, 
4:30, in the Rackham Amphitheater, University of 
Michigan, Ann Arbor. Dr. Harry M. Weber, head, 
Section of Diagnostic Roentgenology, Mayo Clinic, 
will speak on “The Roentgenologic Contribution to 
the Diagnosis of Abnormalities of the [leocecal 
Coil.” 


University News.—_The Omega Chapter of the Phi 
Delia Epsilon Fraternity at the University of 
Michigan, Ann Arbor, will hold its annual lecture- 
ship April 17. The guest speaker will be Dr. Philip 
Thorek, chairman, department of surgery, Univer- 
sity of Illinois, Chicago. The lecture will deal with 
“intestinal obstruction with special attention di- 
rected toward fluid management.” 


Annual Cancer Day in Flint.—The Genesee County 

Medical Society will present its 13th annual cancer 

day program April 9 in Flint. Papers to be read 

include: 

The Role of Angiography in the Diagnosis of Tumors, Dr. 
Benjamin Felson, Cincinnati. 

Radical Pelvic Surgery for Lower Abdominal Cancer, Dr. 
Eugene M. Bricker, St. Louis. 

Primary Cancer of the Lymph Nodes, Dr. Alfred A. Gell- 
horn, New York City. 

Gastric Ulcer and Gastric Cancer, Dr. Isidor S. Ravdin, 
Philadelphia. 

The Pathology of Gastrointestinal Cancer, Dr. Robert C. 
Horn Jr., Detroit. 

Cancer of the Head and Neck, Dr. Edgar L. Frazell, New 

York City. 


For information write the Genesee County Medi- 
cal Society, 900 Begole St., Flint, Mich. 


NEBRASKA 

Dr. Alvarez to Give Poynter Lecture.—Dr. Walter 
C. Alvarez, professor of medicine emeritus of the 
University of Minnesota, will be the C. W. M. 
Poynter Lecturer for 1958 at the Poynter dinner 
at the Town House, Omaha, presented by the Uni- 
versity of Nebraska College of Medicine, April 10. 
Dr. Alvarez, now of Chicago, will also deliver a 
campus convocation address on the same day. The 
annual Poynter dinner is a highlight of the Spring 
Post-Graduate Assembly on “Recent Advances in 
Clinical Medicine.” 
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Dr. Phillips Honored.—The community of Engle- 
wood, N. J., recently honored Dr. Walter Phillips 
and 800 people turned out to see him get the “Out- 
standing Citizen” award of 1958. The Englewood 
lodge of B'nai B'rith in cooperation with 25 local 
civic organizations honored Dr. Phillips and were 
generous with tributes. The 78-year-old doctor 
served as president of his local medical society in 
1920 and the Medical Society of New Jersey pre- 
sented him with its Golden Merit Award in 1957. 
The minister of the First Presbyterian Church said 
“no matter what he may have, it is but a small part 
of what he has given away or neglected to collect.” 


Personal.—Dr. V. D. Mattia Jr., Nutley, has been 
appointed director of medical research for Hoff- 
mann-La Roche Inc. Dr. Mattia, formerly director 
of medical information, succeeds Dr. E. L. Sever- 
inghaus, who has retired.——Dr. Earle L. Warren, 
head, radiology department, Paterson General 
Hospital, has been elected president of the Greater 
Paterson Chamber of Commerce, filling the va- 
cancy caused by the resignation of the president. 
It is the first time in the chamber’s 50 year history 
that a physician has served as president. Dr. War- 
ren has been a member of the chamber’s Govern- 
mental Affairs Committee for six years. 


Dr. Connolly Receives Martland Award.—The Essex 
County Pathological and Anatomical Society has 
announced that Dr. Henry A. Connolly Jr. has won 
the annual Harrison Stanford Martland award com- 
petition for 1957. Dr. Connolly, a resident in gen- 
eral practice at the Overlook Hospital in Summit, 
presented his paper on “Graphic Reconstruction of 
Diseased Blood Vessels (Applied to a Study of 
Osler's Disease)” at the annual meeting of the 
society March 27. The award comprising a gift of 
$250 and an engrossed scroll is presented each year 
by the Society as a memorial to Dr. Harrison Stan- 
ford Martland, late medical examiner and pathol- 
ogist to the Martland Medical Center. 


NEW YORK 

Community Honors Dr. Jolls—The citizens of 
Orchard Park, a suburban Buffalo community, held 
a dinner and meeting March 4 to honor Dr. Willard 
B. Jolls, 88, who has served as local physician for 
over six decades. Appointed health officer for the 
town in 1918, Dr. Jolls has passed four decades in 
that post, a record in the Erie County Health 
Service. In 1945 the Erie County Medical Society 
honored him with their medal for 50 years of med- 
ical practice. For almost 25 years he wrote a weekly 
column, “Timely Health Talks,” in the local paper. 


Personal.—Dr. Daniel H. Deyoe, of Syracuse, be- 
came medical director of the Crouse-Hinds Com- 
pany Dec. 16.——Dr. Hobart A. Reimann, recently 
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chief of internal medicine at the Binghamton City 
Hospital, Binghamton, has taken up his duties as 
chief of internal medicine at the Shiraz Medical 
Center, Iran. Dr. Reimann has been a member of 
the faculty of Jefferson Medical College, Philadel- 
phia, Peking University Medical College, China, 
and a visiting professor at the American University 
in Beirut. 


State Tuberculosis Meeting.—The annual meeting 
of the New York Tuberculosis and Health Asso- 
ciation, will be held April 30 at the Hotel Statler, 
New York City. Dr. William R. Barclay, assistant 
professor of medicine, University of Chicago, will 
present “Tuberculosis Research in the Atomic Age” 
following the luncheon. Dr. James E. Perkins, 
managing director, National Tuberculosis Associa- 
tion, will speak on “The 2,000,000 Yesterday, To- 
day and Tomorrow,” and Dr. Theodore L. Badger, 
president, American Trudeau Society, will present 
“A New Look at an Old Problem—Sex and Tubercu- 
losis.” A panel discussion, “The Hunt for the 10,000 
Unknowns in New York City,” will be moderated 
by Dr. Berwyn F. Mattison, executive secretary, 
American Public Health Association. For informa- 
tion write the New York Tuberculosis and Health 
Association, Inc., 386 Fourth Ave., New York 16. 


New York City 

Appoint Pharmacology Department Head.—Wil- 
liam G. Van Der Kloot, Ph.D., associate professor 
of zoology, Cornell University, will become chair- 
man of the department of pharmacology at New 
York University College of Medicine at the close of 
the academic year (June 1958). Prior to his ap- 
pointment at Cornell in 1956 he was an instructor 
in biology at Harvard University, Boston. Dr. Van 
Der Kloot has been a fellow of the Lalor Founda- 
tion and of the National Research Council. He is 
a member of the American Society of Zoologists, 
the Society for Experimental Biology, and the Asso- 
ciation for the Study of Animal Behaviour. 


OHIO 

Annual State Meeting in Cincinnati—The annual 
meeting of the Ohio State Medical Association will 
be held April 15-17 at the Netherland Hilton Hotel, 
Cincinnati. The symposium on Fractures to be pre- 
sented at the general session April 15, will be mod- 
erated by Dr. Edgar C. Baker, Youngstown. The 
following panel discussions are planned: 


Modern Approach to the Problems of Tonsil and Adenoid 
Surgery, moderated by Dr. Richard H. Stahl, Cuyahoga 
Falls. 

Prevention and Treatment of Abortions; Dr. Arthur G. King, 
Cincinnati. 

Respiratory Distress of the Newborn; Dr. Benjamin H. 
Landing, Cincinnati. 

Diagnosis and Management of Diseases of the Liver and 
Extrahepatic Biliary System; Dr. Stanley O. Hoerr, Cleve- 
land. 
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Physical and Psychiatric Aspects of Rehabilitation; Dr. W. 
Donald Ross, Cincinnati. 

Involuntary Movement and Its Surgical Treatment; Dr. 
Curwood R. Hunter, Cincinnati. 


Dr. F. J. L. Blasingame, Chicago, general mana- 
ger, A. M. A., will present “It’s Your AMA” April 
16, and Dr. David B. Allman, president, A. M. A., 
will present an address at the annual banquet, 
April 16. Scientific and technical exhibits, alumni 
meetings, and a workshop on medical writing, con- 
ducted by Dr. Jonathan Forman, editor Ohio State 
Medical Journal, are planned. For information write 
the Ohio State Medical Association, 79 E. State 
St., Room 1005, Columbus 15, Ohio. 


OKLAHOMA 

Increase in Rabies.—The laboratories at the Okla- 
homa State Department of Health have released 
statistics showing 46 animal heads positive in 1957 
as compared with 7 heads in 
1956 and 5 in 1955. The 1957 
figures show 19 dogs, 6 cattle, 1 
pig, 5 cats, 12 skunks, 1 bat, 1 
mouse, and | squirrel as the ani- 
mals involved. The laboratories 
examined a total of 749 speci- 
mens, 667 of which were nega- 
tive and 36 of which were un- 
satisfactory for examination. The 
12 skunks with rabies are the 
first to be reported since 1952, 
when 5 were reported. The first 
case of a person being bitten by 
a rabid bat in the state occurred 
in June in Enid when an 8-year- 
old boy was attacked. He was 
given the complete series of 
anti-rabies inoculations and re- 
covered. This was the third 
report of rabid bats in the state, 
two having been found in 1956 
through the joint bat rabies 
research project carried out by the state labora- 
tories and Oklahoma University under a U. S. 
Public Health grant. 


OREGON 


Alumni Association Meeting.—The 43rd annual 
meeting of the Alumni Association of the Univer- 
sity of Oregon Medical School will be held April 
16-18 in the Medical School auditorium. Dr. Morton 
J. Goodman, president of the Association and 
assistant clinical professor of medicine, has named 
Dr. Faulkner A. Short, a vice-president of the alum- 
ni organization and clinical associate in orthopedic 
surgery, as program chairman. The following Som- 
mer Memorial Lectures will appear at the spring 
meeting. Dr. Lowell A. Rantz, professor of medi- 
cine, Stanford; Dr. John A. Stallworthy, Oxford, 
England; and Dr. Alan R. Moritz, professor of 


MEDICAL NEWS 1757 


pathology, Western Reserve University, Cleveland. 
The General Practice group will provide category I 
postgraduate credit for the meeting based on the 
number of hours of formal lectures. Fraternity 
reunions will be held the evening of April 15; the 
Sommer lecture banquet will take place the night 
of April 16; the Alumni Association annual banquet 
will be held April 17; and class reunions are 
scheduled for the evening of April 18. 


PENNSYLVANIA 


New County Society Building.—The Berks County 
Medical Society dedicated its new Medical Hall on 
Oct. 30. Built to replace previous headquarters 
which were deeded to the society as a gift in 1912, 
the new building is the result of 10 years of plan- 
ning by the Building Committee, under the aegis 
of Dr. Charles K. Kistler. The structure includes a 
“well-lighted and ventilated meeting room with the 


The new Medical Hall of the Berks County Medical Society. 


most advanced audio-visual equipment,” board 
room, secretary's office, lobby, cloak room, and 
kitchen. A suite for the Medical—Dental Bureau of 
Berks County is also provided, complete with a 
telephone switchboard to accommodate around- 
the-clock emergency call service. The dedication 
speaker was Dr. John W. Shirer, president, Penn- 
sylvania State Medical Society. 


Philadelphia 


University News.—The Mu Chapter of the Phi 
Delta Epsilon Fraternity at the Jefferson Medical 
College will hold its annual lectureship April 18, 
8:30 p. m., in McClellan Hall. The guest speaker 
will be Dr. Denton A. Cooley, of the Baylor Uni- 
versity School of Medicine, Houston, Texas, who 
will discuss “Emergencies Arising During Surgery 
to the Heart and Great Vessels.” 
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TENNESSEE 

Dr. Christie to Receive Phillips Award.—Dr. Amos 
Christie, head, pediatrics department, Vanderbilt 
University School of Medicine, Nashville, has been 
selected to receive the John Phillips Memorial 
Award at the convention of the American College 
of Physicians in Atlantic City, April 30. The award 
is named in honor of one of the pioneers in the 
development of internal medicine as a specialty 
and one of the founders of the college. Dr. Christie 
was selected for his research work concerning 
histoplasmosis. He came to Vanderbilt in 1943, 
after wartime service as assistant director of the 
medical and health service of the American Red 
Cross. 


TEXAS 


Award for Research in Psoriasis.—_The department 
of dermatology, Baylor University College of 
Medicine, Houston, Texas, announces that Drs. J. 
M. Paschoud, von B. Schmidli, and Walter Keller 
have been selected as recipients of the $1,000 award 
for research in psoriasis. The award is given for 
their wor. published in the Archiv fur Klinische 
und Experimentelle Dermatologica and in Derma- 
tologica. This award was established as a 10-year 
program for research in psoriasis by Carol and 
Henry J. N. Taub in honor of their grandparents, 
Mr. and Mrs. J. N. Taub. 


WEST VIRGINIA 


Surgeons Meet in White Sulphur Springs.—The 

West Virginia Chapter of the American College of 

Surgeons will be held at The Greenbrier, White 

Sulphur Springs, April 18-19, under the presidency 

of Dr. Charles D. Hershey, of Wheeling. The fol- 

lowing papers will be presented by out-of-state 

speakers: 

Pancreatic and Periampullary Tumors, Dr. Kenneth W. 
Warren, Boston. 

Surgical Considerations in Pancreatic Disease, Dr. Warren. 

Emphasis on Trauma, Dr. Hubbard P. Saunders, Chicago. 

Vagaries of Abdominal Trauma, Dr. Robert J. Coffey, Wash- 
ington, D. C. 

The Prevention and Repair of Surgical Trauma, Dr. Warren. 


Members of the state chapter of the American 
Academy of General Practice are invited. Dr. 
Kenneth G. MacDonald, of Charleston, is secretary- 
treasurer of the state chapter of the college. 


GENERAL 

Urologists Meeting in New Orleans.—The 53rd an- 
nual meeting of the American Urological Associa- 
tion, Inc., will be held April 28-May 1 at the 
Roosevelt Hotel, New Orleans. Over 30 papers are 
scheduled for presentation, including “Modern 
Concepts of Urologic Endocrinology,” by Dr. Mat- 
thew M. Steiner, Chicago.The president’s address, 
“Office Urology,” will be given by Dr. William J. 
Baker, Chicago. Two panel discussions are planned: 
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Determination of Sex and What to Do About It, 
moderated by Dr. Raymond G. Bunge, Iowa City, 
and Medicolegal Aspects of Urology, moderated by 
Dr. Hubert W. Smith, Austin, Texas. The Ramon 
Guiteras Lecture, “An Evaluation of Cystectomy in 
Urologic Surgery,” will be given by Dr. Charles C. 
Higgins, Cleveland. For information write Dr. Sam- 
uel L. Raines, Secretary, American Urological 
Association, Inc., 188 $. Bellevue Blvd., Memphis 
4, Tenn. 


Cancer Research Meeting in Philadelphia.—The 
49th annual meeting of the American Association 
for Cancer Research, Inc., will be held April 11-13 
at the Sheraton Hotel, Philadelphia. The presiden- 
tial address, “A Meeting of Ways in Cancer Re- 
search,” will be given April 12 by Dr. Jacob Furth, 
of Boston. A symposium on “Recent Contributions 
of Tissue Culture to Cancer Research” will be held 
jointly with members of the Tissue Culture Associa- 
tion and will include the following: 


Tissue Culture in Cancer Chemotherapy Screening, Erich 
Hirschberg, Ph.D., New York City. 

Interactions Between Normal and Tumor Cells, Dr. Joseph 
Leighton, Pittsburgh. 

Energy Costs of Growth in Continuous Metozoan Cell Cul- 
tures, Samuel Graff, Ph.D., New York City. 

Nutritional Growth and Amethopterin-Resistance Character- 
istics of Leukemic Clones, Glenn A. Fischer, Ph.D., New 
Haven, Conn. 

Clonal Studies on Normal Cells and on Their Neoplastic 
Transformation in Tissue Culture, Katherine K. Sanford, 
Ph.D., Bethesda, Md. 

In Vitro Studies on Neoplastic Viruses, Dr. Frederik B. 
Bang, Baltimore. 


Over 250 papers are scheduled for presentation 
not including those read by title. The business 
meeting will be held April 11 and the reception, 
April 12. For information write The American 
Association for Cancer Research, Inc., 7701 Bur- 
holme Ave., Philadelphia 11. 


Allergists Meeting in Atlantic City.—The 14th an- 
nual congress of the American College of Allergists 
will be held April 23-25 at the Shelburne, Atlantic 
City, N. J. An instructional course will be con- 
ducted April 20-22. The presidential address will 
be presented by Dr. Orval R. Withers the afternoon 
of April 24. Sectional meetings on allergy of the 
nervous system, technology, pediatric allergy, 
dermatologic allergy, psychosomatic medicine, 
ophtho-otolaryngology, and mold allergy will be 
held April 25. A workshop on medical writing will 
be conducted with Dr. Jonathan Forman as chair- 
man. The Bela Shick and von Pirquet awards will 
be presented April 24, following an address, “The 
Nature of Allergy,” presented by Dr. William B. 
Sherman, president, American Academy of Allergy. 
Motion pictures and scientific exhibits are planned. 
For information write the American College of 
Allergy, 2049 Broadway, Boulder, Colo. 
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University Programs in Radiation Biology.—Train- 
ing and research programs in radiobiology for the 
preparation of public health experts equipped to 
guard civilian populations against the health haz- 
ards of nuclear radiation will be supported through 
grants from the Rockefeller Foundation, Harvard 
University, the Johns Hopkins University, and the 
University of Pittsburgh have each received a $500,- 
000 grant. Harvard University’s School of Public 
Health has been conducting research since 1947 on 
radiation problems affecting industry and the pub- 
lic. Instruction in the environmental aspects of ra- 
diation started in 1950 as part of the industrial hy- 
giene engineering course and has since expanded in 
cooperation with several departments of the uni- 
versity. At Johns Hopkins University, the Thomas 
C. Jenkins Department of Biophysics, the School 
of Medicine, and the School of Hygiene and Public 
Health will coordinate and intensify their programs 
in radiation and radiobiology. The University of 
Pittsburgh Graduate School of Public Health, 
through its department of occupational health, has 
a program of research and teaching which empha- 
sizes the biological effects of ionizing radiation, in- 
cluding the health problems involved in the design 
and operation of nuclear reactors. 


International Meeting on Internal Medicine.—The 
Fifth International Congress of Internal Medicine 
will be held April 24-26 in Philadelphia with head- 
quarters at the new Sheraton Hotel. Participants in 
the opening exercises will be Dr. T. Grier Miller, 
president of the congress; Dr. Richard A. Kern, 
president, American College of Physicians; Mayor 

Richardson Dilworth, of Philadelphia; and Sir 

Russel Brain, president, International Society of 

Internal Medicine, sponsor of the congress. The 

scientific program will include 81 foreign speakers 

representing 27 other nations, among which are the 

Soviet Union, Czechoslovakia, Hungary, Rumania, 

and Poland. The program includes the following 

panel discussions and moderators: 

Anticoagulant Therapy, Dr. Irving S. Wright, professor of 
clinical medicine, Cornell University Medical College, 
New York City. 

Synthetic Steroid Compounds Used in Rheumatoid Arthritis, 
Dr. Philip S. Hench, professor of medicine, University of 
Minnesota, Rochester. 

Rehabilitation, Dr. Svend V. Clemmesen, chief physician, 
department of physical medicine and rheumatology, 
Municipal Hospital, Copenhagen, Denmark. 

Non-professional activities include a symphony 

concert April 24, the congress banquet April 25, 

and a luncheon at the University of Pennsylvania 

Museum April 26. A special ladies program is ar- 

ranged. Information and registration forms may be 

obtained from Mr. E. R. Loveland, Secretary-Gen- 
eral, Fifth International Congress of Internal Med- 

icine, 4200 Pine St., Philadelphia 4. 
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Prevalence of Poliomyelitis —According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United State, its territories and possessions in 
the weeks ended as indicated: 


March 8, 1958 


—— 


Paralytie Cases 1957 
Area Type Reported Total 
New England States 
ch 


Middle Atlantic States 
East North-Central States 


3 


West North Central States 


District of Columbia .......... 


North Carolina .........0+ 1 


East South Centra?! States 

‘ 

West South Central States 

Mountain States 

wh 

Colorado ......... 


Pacific States 
Territories and Possessions 


Flying Physicians to Meet in Phoenix.—The annual 
spring round-up of the Flying Physicians Associa- 
tion will be held April 23-27 with headquarters at 
the Hotel Valley Ho, Phoenix, Ariz. Dr. Rafael 


tal March 9, 
Connecticut oe oe 
= 
South Atlantie States 
Ne la 
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Samper, of Bogota, Columbia, will present “A 
Story of Medicine and Flying in Columbia” April 
26. The program includes the following: 


Physical Fitness in Flying, Dr. James H. Britton, Pasadena, 
Calif. 

Space Travel, Dr. Francis B. Quinn Jr., Los Angeles. 

Difficulties in the Interpretation of Pain in the Chest, Dr. 
Charles H. Scheifley, Rochester, Minn. 

Aviation of Tomorrow, Dr. Toby Freedman, Los Angeles. 

Trauma, Dr. Roger S. Johnson, Excelsior, Minn. 

Crash Deceleration in Private Aircraft Accidents, Dr. Paul 
T. Haltom Jr., Artesia, Calif. 


For information write Dr. Harry Dan Vickers, 25 
Jackson St., Little Falls, N. Y. 


Annual Meeting of Physicians and Surgeons.—The 
15th annual meeting of the Association of Ameri- 
can Physicians and Surgeons will be held April 
10-12 at the Hotel Mark Hopkins, San Francisco, 
under the presidency of Dr. Cyrus W. Anderson. 
The program includes the following: 


Twentieth Century Trojan Horse, Dr. Charles W. Pavey, 
Columbus, Ohio. 

Doles for Doctors, Dr. James L. Doenges, Anderson, Ind. 

Socialized Medicine by Way of Social Security (Forand 
Bill), Dr. George J. Hess, Bunker Hill, Il. 

Eventual and Inevitable Folly of “Bricks and Mortar,” Dr. 
Lewis A. Alesen, Los Angeles. 

Missiles or Pensions, Dr. Louis M. Orr, Orlando, Fla. 

Communist Satellites and Common Sense, Dr. Charles D. 
Kerr, Houston, Texas. 


General Bonner F. Fellers, U. S. Army, retired, 
will be the banquet speaker April 11. For informa- 
tion write the Association of American Physicians 
and Surgeons, 185 N. Wabash Ave., Chicago 1. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various loca- 
tions, July 17, 1959. Final date for filing application is 
January 17, 1959. Sec., Dr. Curtiss B. Hickcox, 80 Seymour 
St., Hartford. 

AMERICAN BoarD OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN BoarpD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

AMERICAN BoarD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 
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AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. 
Chicago, May 7-17. Final date for filing application was 
September 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written, Jan. 26, 
1959. Final date for filing application is July 1, 1958. 
Clinical. San Francisco, June 17-21; Chicago, Oct. 17-22. 
Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland, Maine. 

AMERICAN BoArD OF ORTHOPAEDIC SuRGERY: Part II. Chi- 
cago, Jan. 21-23, 1959. Sec., Dr. Sam W. Banks, 116 South 
Michigan Avenue, Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-9. Final date for filing application is March. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN Boarp OF PaTHOLOoGy: San Francisco, June 30- 
July 2. Final date for filing application is May 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1042-1232 W. Michigan St., Indianapolis 7. 

AMERICAN Boarp OF Pepiatrics: Oral. Atlantic City, May 
3-5; Cincinnati, June 13-15; Chicago, Oct. 24-26 and New 
York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN BOARD OF PHysICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Il., June 20-21. Final date 
for filing application was Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

AMERICAN Boarp OF PLastic SuRGERY: Oral and Written. 
Galveston, Texas, May 18-20. Corresponding Secretary, 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Occupational 
Medicine, April 18-20. Final date for filing application was 
Jan. 30. Public Health on a Regional Basis, April. Final 
date for filing application is Jan. 30. Sec., Dr. Tom F. 
Whayne, 3438 Walnut St., Philadelphia 4. 

AMERICAN Boarp oF ProctroLocy: Oral and Written, Parts 
I and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsycHIATRY AND NEUROLOGY: New York 
City, Dec. 15-16. Training credit for full time psychiatric 
and/or neurologic assignment in unapproved military pro- 
grams or services between the dates of Jan. 1, 1950 and 
Jan. 1, 1954 will be terminated on Jan. 1, 1959. Sec., Dr. 
David A. Boyd, 102-110 Second Ave. S. W., Rochester, 
Minn. 

AMERICAN Boarp OF RapioLocy: Special Examination in 
Nuclear Medicine for Diplomates in Radiology or Thera- 
peutic Radiology, Chicago, May 17. Deadline for filing 
application was Feb. 1. Regular Examination in Radiology, 
Chicago, May 19-23. Final date for filing application was 
Jan. 1. Regular Examination in Radiology. Washington, 
D. C., Dec. 8-12. Final date for filing application is July 1. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 
Minn. 

AMERICAN Boarp OF SuRGERY: Oral (Part II). Chicago, May 
12-13; Los Angeles, June 16-17; Portland, June 20-21. 
Written examinations (Part I) will be held at various 
centers in the United States, Canada, Hawaii, Puerto Rico, 
and certain military centers abroad on December 3. The 
date of the Fall examination in Part I has been changed 
from the last Wednesday of October as announced in its 
current Booklet of Information to December 3, 1958. 
Thereafter, examinations in Part I will be held once an- 
nually, on the first Wednesday of December. The closing 
date for filing applications will be August 1. Sec., Dr. John 
B. Flick, 225 So. 15th St., Philadelphia 2. 

Boarp oF THoracic SurGERY: Oral. Boston, May 12-13. 
Final date for filing application was Decmber 1. The fall 
written examination will be given in September 1958 and 
closing date for registration is July 1. Registration for the 
fall oral examination closes July 1. 
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DEATHS 
— 


Bengs, Hilding Arvid ® Somerset, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1930; certified by the National Board of Medical 
Examiners; member of the American Psychiatric 
Association; served as director of the Bureau of 
Mental Health in the State Welfare Department 
and as the first state commissioner of mental health; 
formerly secretary of the Warren County (Pa.) 
Medical Society; for many years associated with 
the Warren (Pa.) State Hospital; superintendent of 
the Somerset State Hospital; died Jan. 29, aged 53. 


Biddle, Asher Cadden ® Mansfield, Ohio; College 
of Physicians and Surgeons, Baltimore, 1904; staff 
physician for the Richland County Health Depart- 
ment; on the staff of the Mansfield General Hos- 
pital; died Jan. 13, aged 84, of coronary disease. 


Billick, Eugene Wycoff, Colonel, U. S. Army, re- 
tired, Arlington, Va.; University of Pittsburgh 
School of Medicine, 1925; service member of the 
American Medical Association; entered the medical 
corps of the U. S. Army as a first lieutenant in 1926; 
retired Aug. 31, 1956; chief surgeon of the Africa- 
Middle East Theater during World War II and later 
surgeon of the Fifth Army; held the Legion of 
Merit and the United States of America Typhus 
Commission medals; member of the Sigma Alpha 
Epsilon and Nu Sigma Nu; died in the Walter 
Reed Army Hospital, Washington, D. C., Jan. 26, 
aged 61, of lobar pneumonia with tracheobron- 
chitis. 


Bitler, Clyde Clermont, New Castle, Ind.; Indiana 
University School of Medicine, Indianapolis, 1912; 
member of the Indiana State Medical Association; 
veteran of World War I; served two terms on the 
New Castle City Council; elected to the school 
board, and served two terms as city health officer; 
formerly assistant superintendent of the South- 
eastern Hospital for Insane in Madison; associated 
with the Henry County Hospital and the Clinic 
Hospital, where he died Jan. 14, aged 70, of cere- 
bral hemorrhage. 


Blaine, Walter C. ® Tuscola, Ill.; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1896; formerly vice-president of the Illinois 
State Medical Society; member of the House of 
Delegates of the American Medical Association in 
1919; served on the selective service boards during 
World Wars I and II; physician for the Chicago 
and Eastern Illinois Railroad; on the staff of the 


@ Indicates Member of the American Medical Association. 


Jarman Memorial Hospital, where he died Jan. 28, 
aged 89, of chronic ephritis and chronic myo- 
carditis. 


Boethel, Nicholas Charles, Hallettsville, Texas; 
Medical Department of Tulane University of 
Louisiana, New Orleans, 1901; veteran of World 
War I; served as a member of the Hallettsville 
Independent School District Board of Education 
for many years; formerly on the staff of the Renger 
Memorial Hospital, where he died Nov. 16, aged 
78, of coronary thrombosis. 


Bourdon, Evan Covington ® Oakland, Calif.; Baylor 
University College of Medicine, Dallas, 1937; 
veteran of World War II; died in the Kaiser Foun- 
dation Hospital, Vallejo, Jan. 9, aged 49, of gen- 
eralized carcinomatosis and carcinoma of the right 
colon. 


Brady, Edwin Herms ® Auburn, Calif.; Creighton 
University School of Medicine, Omaha, 1941; mem- 
ber of the American College of Chest Physicians 
and the American Trudeau Society; associated 
with the DeWitt State Hospital; veteran of World 
War II; died Jan. 8, aged 57. 


Bronfenbrenner, Alice, St. Louis; Washington Uni- 
versity School of Medicine, St. Louis, 1950; died in 
the University of Minnesota Hospital in Minne- 
apolis Jan. 16, aged 31, of renal insufficiency and 
chronic glomerulonephritis. 


Brown, John Edward ® Perry, Mo.; Hospital Col- 
lege of Medicine, Louisville, Ky., 1895; associated 
with St. Elizabeth’s Hospital and Levering Hos- 
pital, Hannibal, where he died Jan. 19, aged 91, of 
cerebral hemorrhage. 


Burke, John Patrick Jr. ® California, Mo.; St. Louis 
University School of Medicine, 1906; veteran of 
World War I; died in Albuquerque, N. M., Jan. 1, 
aged 77, of pneumonia. 


Bury, Roy Wesley ® Faust, N. Y.; University of 
Buffalo School of Medicine, 1913; veteran of World 
War I; on the staff of the Mercy General Hospital 
in Tupper Lake; died in Sarasota (Fla.) Memorial 
Hospital, Dec. 29, aged 67, of cerebral hemorrhage 
and arteriosclerosis, 


Campbell, George Malcolm ® South Gate, Calif.; 
College of Medical Evangelists, Loma Linda and 
Los Angeles, 1935; member of the American Acad- 
emy of General Practice; associated with Mission 
Hospital in Huntington Park and St. Francis Hos- 
pital; died in the Glendale (Calif.) Sanitarium and 
Hospital Jan. 18, aged 47. 
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Carroll, William Vincent ® Trenton, N. J.; George- 
town University School of Medicine, Washington, 
D. C., 1930; associated with St. Francis Hospital, 
where he died Jan. 13, aged 51, of rheumatic heart 
disease. 


Clarke, Chester Leonard ® Portland, Maine; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1916; veteran of World 
War I; died Jan. 22, aged 67, of bleeding esopha- 
geal varices and portal cirrhosis. 


Clay, Joseph Valentine Francis, Philadelphia; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1906; professor emeritus of otolaryn- 
gology at his alma mater; specialist certified by the 
American Board of Otolaryngology; an associate 
member of the American Medical Association; 
fellow of the American College of Surgeons; served 
on the staff of the Hahnemann Hospital, and as 
consultant at the Coatesville (Pa.) Hospital and the 
Allentown (Pa.) State Hospital; died in the Dela- 
ware County Hospital in Drexel Hill, Pa., Jan. 22, 
aged 74, of uremia and hypertensive cardiorenal 
disease. 


Cook, Edward, Hamilton, Ohio; Medical College 
of Ohio, Cincinnati, 1902; formerly county coroner; 
associated with Mercy and Fort Hamilton hospitals; 
died Jan. 19, aged 91, of hypostatic pneumonia. 


Cook, Philip Lewis, Colonel, U. S. Army, Ormond 
Beach, Fla.; University of Pennsylvania School of 
Medicine, Philadelphia, 1916; certified by the Na- 
tional Board of Medical Examiners; fellow of the 
American College of Surgeons; veteran of World 
War I; entered the medical corps of the U. S. Army 
in 1918 and retired March 31, 1949; died in Day- 
tona Beach Jan. 2, aged 67, of myocardial infarc- 
tion. 


Crook, James W., London, Ky.; Hospital College 
of Medicine, Louisville, 1907; member of the Ken- 
tucky State Medical Association; served as mayor; 
on the staff of the Marymount Hospital; formerly 
president of the National Bank of London and the 
London Federal Savings and Loan Association; 
died Jan. 26, aged 81, of a heart attack. 


Croiti, Andre ® Columbus, Ohio; born in Buenos 
Aires, Argentina, Aug. 14, 1873; Université de 
Lausanne Faculté de Médecine, Switzerland, 1900; 
at one time instructor in anatomy at his alma 
mater; served on the faculty of the Ohio State 
University College of Medicine; at one time vice- 
president of the American Association of Obste- 
tricians, Gynecologists and Abdominal Surgeons; 
first U. S. president and second international 
president of the International College of Sur- 
geons; fellow and past-governor of the American 
College of Surgeons; veteran of World War I; 
associated with White Cross, Grant, Children’s, 
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Mount Carmel, and St. Francis hospitals; a Cheva- 
lier of the Legion of Honor of France; in 1932 was 
made a Knight of the Order of the Crown of Italy 
in recognition of his work among Italian residents 
of Columbus; author of “Diseases of the Thyroid, 
Parathyroids and Thymus”; died Jan. 31, aged 84, 


of arteriosclerosis. 


Dudley, Gerry Brown ® Charleston, Ill.; Cornell 
University Medical College, New York City, 1904; 
veteran of World War I; past-president of the Coles 
County Medical Society; died in the Memorial 
Community Hospital Jan. 16, aged 82, of uremia. 


Dyer, William Holmes ® Kansas City, Kan.; Uni- 
versity of Illinois College of Medicine, Chicago, 
1916; veteran of World War I; police department 
surgeon; surgeon for the Santa Fe Railway; died 
Jan. 21, aged 71. 


Earwood, Edgar R., Los Angeles; Drake Univer- 
sity College of Medicine, Des Moines, 1912; veteran 
of World Wars I and II; died Jan. 11, aged 71, of 
a heart attack. 


Eck, Charles Patt ® Chicago; University of Illinois 
College of Medicine, Chicago, 1916; also a lawyer 
and pharmacist; veteran of World War I; a physi- 
cian with the Cook County Health Department; 
died Jan. 29, aged 68, of arteriosclerotic heart 
disease. 


Ehlers, Orrin Cecil ® Ravenna, Neb.; University of 
Nebraska College of Medicine, Omaha, 1930; asso- 
ciated with Sacred Heart Hospital in Loup City, 
Good Samaritan Hospital in Kearney, and St. 
Francis Hospital in Grand Island; died Jan. 23, 
aged 52, of a skull fracture received in a plane 
crash. 


Eisaman, Ralph Herbert ® Brownsville, Texas; 
Northwestern University Medical School, Chicago, 
1918; certified by the National Board of Medical 
Examiners; fellow of the American College of Sur- 
geons; died in the Mercy Hospital Dec. 15, aged 65. 


Green, Arda Alden, Baltimore; born in Prospect, 
Pa., May 7, 1899; Johns Hopkins University School 
of Medicine, Baltimore, 1927; research associate, 
department of biology, Johns Hopkins University, 
where she joined the McCollum-Pratt Institute in 
1953; last September was awarded the’ Garvan 
Medal by the American Chemical Society; formerly 
assistant professor of biochemistry in the Wash- 
ington University School of Medicine in St. Louis; 
served with research division of the Cleveland 
Clinic; research associate and biochemical con- 
sultant, Sinai Hospital, where she died Jan. 23, 
aged 58, of carcinoma of the breast. 


Gussow, Louis, Syracuse, N. Y.; Syracuse Univer- 
sity College of Medicine, 1927; veteran of World 
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War II; associated with Crouse-Irving Hospital; 
died in the Veterans Administration Hospital Jan. 
5, aged 59, of cancer. 


Harding, George H. Jr. ® Nashville, Tenn.; Univer- 
sity of Nashville Medical Department, 1907; died 
in the Baptist Hospital Jan. 10, aged 74. 


Harkness, Robert Bruce * Kennett Square, Pa.; 
Memphis (Tenn.) Hospital Medical College, 1899; 
member of the Michigan State Medical Society; 
fellow of the American College of Physicians; 
veteran of World War I; formerly practiced in 
Hastings, Mich., serving as director of the Barry 
County Health Department; formerly member and 
in 1939 elected president of the State Council of 
Health of Michigan; at one time on the staff of the 
Kellogg Foundation in Battle Creek, Mich.; died 
Jan. 21, aged 82. 


Harllee, Chauncey Mitchell Depew ® Philadelphia; 
Howard University College of Medicine, Wash- 
ington, D. C., 1918; served on the staff of the 
Mercy—Douglass Hospital; died Jan. 17, aged 64, 
of heart disease. 


Harnagel, Edward John ® Des Moines, lowa; Jef- 
ferson Medical College of Philadelphia, 1910; 
fellow of the American College of Surgeons; past- 
president of the Polk County Medical Society; 
veteran of World War I; on the staffs of the Iowa 
Methodist, Iowa Lutheran, and Mercy hospitals; 
died Jan. 7, aged 76, of cancer. 


Harris, Charles Houston ® Fort Worth, Texas; 
born in Alvarado, July 11, 1869; St. Louis College 
of Physicians and Surgeons, 1899; in 1906 member 
of the House of Delegates of the American Medical 
Association; fellow of the American College of 
Surgeons; past-president of the Tarrant County 
Medical Society; at one time vice-president of the 
Texas Medical Association; served as a trustee of 
Texas Christian University, where he received an 
honorary degree; held honorary degrees from 
Southwestern University at Georgetown and Texas 
Wesleyan College; associated with the Harris Hos- 
pital, where he died Jan. 20, aged 88, of carcinoma 
of the prostate. 


Harvey, Basil Coleman Hyatt, Chicago; University 
of Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1898; professor emeritus of anatomy at 
University of Chicago, The School of Medicine, 
where he was at one time dean of students; past- 
vice-president of the Institute of Medicine of Chi- 
cago and past-treasurer of the Association of Amer- 
ican Medical Colleges; served with the American 
Expeditionary Force in France during World 
War I; died in the Albert Merritt Billings Hospital 
Feb. 15, aged 83, of neoplasm of pancreas. 
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Heger, Frank Ferdinand * San Antonio, Texas; St. 
Louis University School of Medicine, 1928; veteran 
of World War II; associated with Santa Rosa and 
Nix hospitals; died Jan. 19, aged 59, of coronary 
occlusion. 


Helm, Harold McMurdo ® Rockton, Ill.; Rush 
Medical College, Chicago, 1914; member of the 
State Medical Society of Wisconsin; formerly prac- 
ticed in Beloit, Wis., where he was on the staff of 
the Beloit Hospital and where he died Jan. 3, aged 
69, of cerebral hemorrhage. 


Hetherington, Clark Edward ® Cincinnati; Chicago 
Homeopathic Medical College, 1901; died in the 
Christ Hospital, Cincinnati, Jan. 10, aged 83. 


Hodnett, William Selden, Richmond, Va.; Univer- 
sity College of Medicine, Richmond, 1910; on the 
staff of the Grace Hospital, where he died Jan. 6, 
aged 71, of uremia. 


Hoecker, Wade Lee, Galveston, Texas; University 
of Texas School of Medicine, Galveston, 1909; 
veteran of World War I; formerly city health offi- 
cer; associated with St. Mary's Infirmary; died Jan. 
4, aged 71, of cerebrovascular accident. 


Hoffman, Gideon H. © Kewanee, IIl.; Western Re- 
serve University Medical Department, Cleveland, 
1898; associated with St. Francis Hospital and 
later Kewanee Public Hospital, where he died Jan. 
25, aged 86, of cerebral thrombosis. 


Holt, Thomas Tallman ® Wichita, Kan.; University 
Medical College of Kansas City, Mo., 1900; spe- 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Physi- 
cians, of which he was an ex-vice-president and 
ex-governor; died in St. Francis Hospital Jan. 18, 
aged 81, of cerebral vascular accident. 


Hooper, Rector Clay ® Jonesboro, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1939; 
specialist certified by the American Board of Urol- 
ogy; fellow of the American College of Surgeons; 
past-president of the Craighead—Poinsett Counties 
Medical Society; member of the Jonesboro Cham- 
ber of Commerce; chief of medical staff, St. Ber- 
nard’s Hospital, where he died Jan. 15, aged 46, of 
coronary thrombosis. 


Horsfall, William ® Coos Bay, Ore.; Cooper Medi- 
cal College, San Francisco, 1892; served as presi- 
dent of the Coos—Curry Counties Medical Society; 
once county coroner; in 1939 elected as First Citi- 
zen of Coos Bay; died Jan. 17, aged 91, of coronary 
disease. 


Houchins, Edward Kenna, Las Vegas, N. M.; Chi- 
cago College of Medicine and Surgery, 1916; died 
in Charleston, W. Va., Jan. 3, aged 73, of arterio- 
sclerosis and cerebral hemorrhage. 
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Ingram, Clarence Hogue Jr. ® Pittsburgh; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1929; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the 
American College of Surgeons; president-elect of 
the Allegheny County Medical Society; past-presi- 
dent of the Obstetrical Society of Pittsburgh; asso- 
ciated with Western Pennsylvania Hospital, where 
he died Jan. 22, aged 53. 


Irwin, James Walter, Eaton Rapids, Mich.; Univer- 
sity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1892; died in the Stimson 
Community Hospital Jan. 3, aged 89. 


Johnson, John Frank ® Macon, Ga.; Emory Univer- 
sity School of Medicine, Atlanta, 1940; interned at 
the Grady Hospital in Atlanta; served a residency 
at the Carraway Methodist Hospital in Birming- 
ham, Ala.; veteran of World War II; associated 
with the Macon Hospital; died Jan. 12, aged 42, of 
coronary thrombosis. 


Kahn, Isidore Stanley ® San Antonio, Texas; Har- 
vard Medical School, Boston, 1904; fellow of the 
American College of Physicians; specialist certified 
by the American Board of Internal Medicine; vet- 
eran of World War I; associated with Nix Memorial 
and Santa Rosa hospitals; died Jan. 27, aged 78. 


Lawler, Charles Arthur, Salamanca, N. Y.; Univer- 
sity of Buffalo School of Medicine, 1911; an asso- 
ciate member of the American Medical Association; 
served as president of the Cattaraugus County 
Medical Society; veteran of World War I; died in 
the Buffalo (N. Y.) General Hospital Dec. 8, 
aged 70. 


Le Valley, Thomas Alexander ® Van Nuys, Calif.; 
Tulane University School of Medicine, New Or- 
leans, 1936; assistant professor of urology at the 
College of Medical Evangelists, Loma Linda and 
Los Angeles; specialist certified by the American 
Board of Urology; fellow of the American College 
of Surgeons; associated with St. Joseph Hospital in 
Burbank, Physicians and Surgeons Hospital in 
Glendale, and the Los Angeles County General 
Hospital; died Jan. 1, aged 51. 


Lewis, Frank Clark, New York City; University of 
Vermont College of Medicine, Burlington, 1902; 
died Jan. 1, aged 80, of bronchopneumonia, hyper- 
tensive heart disease, and cerebral arteriosclerosis. 


Lorber, Herman, New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1903; specialist certified by the American 
Board of Obstetrics and Gynecology; an associate 
member of the American Medical Association; as- 


sociated with the Beth Israel Hospital; died in the © 


Temple University Hospital, Philadelphia, Jan. 30, 
aged 78. 
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Luckie, Kenneth Earl, Selma, Ala.; Tulane Univer- 
sity School of Medicine, New Orleans, 1927; mem- 
ber of the Medical Association of the State of 
Alabama; fellow of the Southeastern Surgical Con- 
gress and the American College of Surgeons; past- 
president of the Dallas County Medical Society; 
district surgeon, Southern Railway; associated with 
Selma Baptist Hospital, where he died Jan. 1, aged 
54, of circulatory collapse. 


Lyon, Ervin F., Jr. ® San Antonio, Texas; Baylor 
University College of Medicine, Dallas, 1931; spe- 
cialist certified by the American Board of Radi- 
ology; member of the Radiological Society of North 
America and the American College of Radiology; 
veteran of World War II; associated with Baptist 
Memorial Hospital, where he died Jan. 2, aged 49, 
of cerebral hemorrhage. 


McAtee, John Donald, Tuscaloosa, Ala.; Rush 
Medical College, Chicago, 1937; member of the 
American Psychiatric Association; veteran of World 
War II; died in Evanston, IIl., Jan. 26, aged 45, of 
coronary occlusion. 


McClellan, William Jennings, Houston, Texas; 
Memphis (Tenn.) Hospital Medical College, 1889; 
died Jan. 15, aged 93, following a fracture of the 
hip. 

McCracken, Joseph Hill Jr. ® Dallas, Texas; Baylor 
University College of Medicine, Dallas, 1926; for- 
merly on the faculty of his alma mater and the 
Southwestern Medical School of the University of 
Texas; died Jan. 18, aged 57. 


McDermott, Edward Leo, Captain, U. S. Navy, re- 
tired, Rochester, N. Y.; Albany (N. Y.) Medical 
College, 1916; service member of the American 
Medical Association; entered the U. S. Navy in 
1919; retired Jan. 1, 1944; died in West Palm 
Beach, Fla., Jan. 12, aged 70, of cerebral throm- 
bosis. 


McGuire, Charles A., Atlantic City, N. J.; Howard 
University College of Medicine, Washington, D. C., 
1909; died in Paulsboro Dec. 27, aged 84. 


McKenzie, Prentiss, Evanston, Ill.; Jenner Medical 
College, Chicago, 1916; died Feb. 1, aged 85. 


McNulty, Edward Tinney, Brooklyn; Columbia 
University College of Physicians and Surgeons, 
New York City, 1906; died Jan. 19, aged 76, of 
arteriosclerotic heart disease. 


Marshall, William J. ® Geneva, Pa.; Eclectic Medi- 
cal Institute, Cincinnati, 1905; died in the Hamot 
Hospital, Erie, Jan. 8, aged 85, of injuries received 
in an automobile accident. 

Matheson, Elizabeth Beckett, San Antonio, Texas; 


Trinity Medical College, Toronto, Ontario, Canada, 
1898; Manitoba Medical College, Winnipeg, Mani- 
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toba, Canada, 1904; for many years a medical 
missionary in Onion Lake, Saskatchewan; for 23 
years assistant health inspector for public schools 
in Winnipeg, Canada; died Jan. 15, aged 92, of 
cerebral thrombosis. 


Mattill, Peter Milton ® Oak Terrace, Minn.; born 
in 1887; Rush Medical College, Chicago, 1919; 
specialist certified by the American Board of In- 
ternal Medicine; member of the American Trudeau 
Society and past-president of the Minnesota Chap- 
ter; fellow of the American College of Physicians; 
clinical assistant of medicine at the University of 
Minnesota Medical School in Minneapolis from 
1926 to 1946 and later instructor at the school of 
nursing; served as assistant superintendent and 
associate medical director of the Glen Lake 
Sanatorium; died in Northwestern Hospital, Minne- 
apolis, Jan. 12, aged 70, of mesenchymoma retro- 
peritoneal with extension to the spinal dura. 


Meadows, Russell Jr. ® Indio, Calif.; Northwestern 
University Medical School, Chicago, 1945; veteran 
of World War II; interned at Naval Hospital in 
Long Beach, Calif.; served a residency at the 
Alexian Brothers Hospital in Chicago, Veterans 
Administration Hospital in Hines, Ill., and the 
Warren (Pa.) State Hospital, where he was for five 
years clinical director; served on the staff of the 
Veterans Administration Hospital in San Fernando; 
affiliated with Coachilla Valley Hospital; found 
dead Jan. 29, aged 37. 


Messmore, John Lindsey * Masontown, Pa.; Uni- 
versity of Maryland School of Medicine, Baltimore, 
1909; past-president of the Fayette County Medical 
Society; veteran of World War I; died Jan. 3, aged 
70, of cerebral hemorrhage. 


Meyer, William Henry ® Poughkeepsie, N. Y.; 
Albany (N. Y.) Medical College, 1931; certified by 
the National Board of Medical Examiners; fellow 
of the American College of Surgeons; past-president 
of the Mid Hudson Surgical Society and the Pough- 
keepsie Rotary; past chief of staff and chief of the 
surgical division, Vassar Brothers Hospital, where 
he died Jan. 12, aged 52, of cerebrovascular acci- 
dent. 


Molt, William Frank ® Indianapolis; born Oct. 18, 
1876; Physio-Medical College of Indiana, Indian- 
apolis, 1897; specialist certified by the American 
Board of Otolaryngology; clinical professor emeri- 
tus of broncho-esophagology at the Indiana Uni- 
versity School of Medicine; life member of the 
American Academy of Ophthalmology and Oto- 
laryngology; senior member of the American 
Broncho-Esophagological Association; on the staff 
of the Indiana University Medical Center, Indian- 
apolis General Hospital, Methodist Hospital, and 
St. Vincent's Hospital; died Jan. 12, aged 81, of 
arteriosclerosis. 


Moore, John Terrell ® Tampa, Fla.; Emory Univer- 
sity School of Medicine, Atlanta, 1916; veteran of 
World War I; served on the staffs of the Tampa 
Municipal Hospital, St. Joseph’s Hospital, and 
Centro Asturiano Hospital; died Jan. 11, aged 74, 
of heart disease. 


Mulkey, Young J. ® Fort Worth, Texas; Fort 
Worth School of Medicine, Medical Department of 
Texas Christian University, 1909; Medico-Chirurgi- 
cal College of Philadelphia, 1912; member of the 
American Academy of General Practice; veteran of 
World War I; died Jan. 27, aged 70. 


Mundell, Walter Newton ® Hutchinson, Kan.; Uni- 
versity of Kansas School of Medicine, Kansas City, 
1914; veteran of World War I; associated with the 
Grace Hospital, where he died Jan. 2, aged 77, of 
coronary thrombosis. 


Munson, Edwin Sterling, Yonkers, N. Y.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1894; emeritus professor of ophthal- 
mology at the New York Medical College, Flower 
and Fifth Avenue Hospitals; fellow of the Amer- 
ican College of Surgeons; died Feb. 2, aged 87. 


Nagel, Sigmund, New York City; Medizinische 
Fakultat der Universitat, Vienna, Austria, 1922; 
member of the Medical Society of the State of New 
York and the American Society of Anesthesiologists; 
associated with the Montefiore Hospital; died Nov. 
28, aged 64. 


Nealon, William Francis ® Schenectady, N. Y.; 
Albany (N. Y.) Medical College, 1915; past-presi- 
dent of the Schenectady County Medical Society; 
member of the American Academy of General 
Practice; surgeon in the police department of 
Schenectady; veteran of World War I; associated 
with the Ellis and St. Clare’s hospitals; died Jan. 3, 
aged 69, of carcinoma of the transverse colon. 


Nelson, Harry Charles ® Santa Ana, Calif.; College 
of Medical Evangelists, Loma Linda and Los An- 
geles, 1916; died Jan. 9, aged 72, of acute coronary 
thrombosis. 


Nicoll, Dorothy B., Bronxville, N. Y.; Hering Medi- 
cal College, Chicago, 1904; formerly practiced in 
Topeka, Kan.; died in the Lawrence Hospital Jan. 
21, aged 92. 


Norcross, John Ruger ® Chicago; Northwestern 
University Medical School, Chicago, 1932; associate 
professor of orthopedic surgery at his alma mater; 
specialist certified by the American Board of Ortho- 
paedic Surgery; member of the American Ortho- 
paedic Association, Clinical Orthopaedic Society, 
and the American Academy of Orthopaedic Sur- 
geons; past-president and secretary of the Chicago 
Orthopaedic Society; on the staff of St. Luke’s Hos- 
pital; died Feb. 16, aged 51. 
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O'Malley, Thomas Stanley ® Milwaukee; Columbia 
University College of Physicians and Surgeons, 
New York City, 1918; member of the Industrial 
Medical Association; fellow of the American Col- 
lege of Surgeons; associated with the Milwaukee 
Hospital, where he died Jan. 9, aged 65, of dissect- 
ing abdominal aortic aneurysm and arteriosclerosis 
with cerebrovascular occlusion. 


Onderdonk, Harrie Jay ® Old Saybrook, Conn.; 
New York University Medical College, New York 
City, 1897; for many years medical examiner in 
East Hartford; served on the staffs of the Hartford 
and St. Francis hospitals in Hartford; died Jan. 8, 
aged 85, of coronary occlusion. 


Ostrander, Charles Turner, Syracuse, N. Y.; Syra- 
cuse University College of Medicine, 1900; an 
associate member of the American Medical Asso- 
ciation; died Jan. 30, aged 82, of coronary disease. 


Ownbey, Arthur Dennis, Greensboro, N. C.; Medi- 
cal College of Virginia, Richmond, 1920; formerly 
secretary of the Guilford County Medical Society; 
for many years on the staff of St. Leo’s Hospital; 
died in the Moses H. Cone Hospital Jan. 9, aged 62. 


Parker, John Lee ® Snyder, Ark.; Louisville (Ky.) 
Medical College, 1894; died Jan. 30, aged 84. 


Payn, Abbott Smith, New York City; Georgetown 
University School of Medicine, Washington, D. C., 
1895; an associate member of the American Medical 
Association; died in the Bellevue Hospital Jan. 3, 
aged 84, of myocardial infarction and pulmonary 
tuberculosis. 


Peaslee, Clarence Capen Jr., Portland, Maine; Yale 
University School of Medicine, New Haven, 1927; 
member of the Maine Medical Association; died 
Jan. 6, aged 57. 


Porch, Charles Lee, Portland, Ore.; Maryland Medi- 
cal College, Baltimore, 1905; died Jan. 9, aged 79, 
of arteriosclerotic heart disease. 


Pruitt, Charles Clement, Comanche, Okla.; Eclectic 
Medical Institute, Cincinnati, 1899; served as 
mayor; died Jan. 7, aged 85. 


Purinton, Charles Oscar ® New Hartford, Conn.; 
Yale University School of Medicine, New Haven, 
1900; veteran of World War I; for many years on 
the staff of the Veterans Administration Hospital 
in Sunmount, N. Y.; died in Winsted, Conn., Jan. 
12, aged 83, of arteriosclerosis. 


Reeves, William S., Hillsboro, Ky.; Hospital Col- 
lege of Medicine, Louisville, 1891; an associate 
member of the American Medical Association; died 
Jan. 23, aged 92. 


Regan, Timothy Francis ® Johnstown, Pa.; Tufts 
College Medical School, Boston, 1930; veteran of 
World War II; on the staff of the Mercy Hospital; 
died Jan. 13, aged 50, of coronary occlusion. 
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Reitzel, Walter Maywood ® San Diego, Calif.; 
Kansas City (Mo.) Medical College, 1900; for many 
years practiced in Manhattan, Kan.; died Jan. 21, 
aged 79, of cancer. 


Rhoads, John Peter ® Tioga, Pa.; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1931; veteran of 
World War II; died in Gettysburg Dec. 30, aged 55, 
of pulmonary embolism. 


Richardson, Jennie May, Ilion, N. Y.; Woman's 
Medical College of the New York Infirmary for 
Women and Children, New York City, 1892; asso- 
ciated with the Ilion Hospital, where she died Jan. 
18, aged 95, of fracture of the hip received in a 
fall and arteriosclerosis. 


Richardson, John Breckinridge Jr., Louisville, Ky.; 
Louisville Medical College, 1902; an associate 
member of the American Medical Association; 
veteran of World War I; died Jan. 12, aged 81. 


Roberts, Thomas Willett ® Metropolis, Ill.; St. Louis 
College of Physicians and Surgeons, 1898; veteran 
of World War I; honorary president of staff, Massac 
Memorial Hospital; died Jan. 5, aged 85, of acute 
myocardial failure. 


Robinson, George Wilse ® Kansas City, Mo.; born 
in Appleton Aug. 1, 1871; Beaumont Hospital Medi- 
cal College, St. Louis, 1896; specialist certified by 
the American Board of Psychiatry and Neurology; 
member of the House of Delegates of the American 
Medical Association in 1913 and from 1924 to 1927; 
member of the American Psychiatric Association; 
past-president of the Missouri State Medical Asso- 
ciation; at one time professor of physiology at the 
University Medical College of Kansas City; served 
in France during World War I; formerly superin- 
tendent of the State Hospital at Nevada; founder 
and medical director of the Neurological Hospital, 
where he died Jan. 22, aged 86. 


Rogers, Gaston Wilder, Lieut. Colonel, U. S. Army, 
retired, Chapel Hill, N. C.; Birmingham Medical 
College, 1911; entered the U. S. Army in 1920; 
veteran of World War I; retired in 1937 for dis- 
ability in line of duty; service member of the 
American Medical Association; connected with the 
health department; died in a hospital at Durham 
Jan. 9, aged 73. 


Sams, Joseph Henry ® Clarion, lowa; State Univer- 
sity of lowa College of Medicine, lowa City, 1892; 
formerly member and president of the state board 
of medical examiners; served as member of the 
local board of health and state board of health, as 
member of the school board of Clarion, and as 
coroner of Wright County; died in the Clarion 
Memorial Hospital Jan. 1, aged 91, of lobar pneu- 
monia. 
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Scott, Sophie Hinze * Des Moines, lowa; Drake 
University Medical Department, Des Moines, 1893; 
past-president of the State Society of lowa Medical 
Women; died Jan. 6, aged 87. 


Senear, Francis Eugene ® Chicago; born in Sala- 
manca, N. Y., Nov. 5, 1889; University of Michigan 
Medical School, Ann Arbor, 1914; professor of 
dermatology emeritus at the University of Illinois 
College of Medicine, where he joined the faculty in 
1916 as instructor in dermatology, subsequently 
becoming associate, assistant professor, associate 
professor, and from 1923 to 1955 professor and 
head of the department of dermatology; in 1915- 
1916 instructor in dermatology at his alma mater; 
member of the House of Delegates of the American 
Medical Association from 1929 to 1933 and for- 
merly secretary and chairman of the Section on 
Dermatology and Syphilology; served on the Sec- 
tion’s executive committee for two years; from 1939 
to 1941 member, and from 1946 to 1951 president 
of the American Board of Dermatology and Syphi- 
lology; in 1935 president of the section of derma- 
tology and syphilology of the Pan-American 
Medical Congress; past-president of the Chicago 
Dermatological Society, American Dermatological 
Association, and the American Academy of Der- 
matology; member of the Institute of Medicine of 
Chicago, Alpha Omega Alpha, Sigma Xi, Pi Kappa 
Epsilon, and Nu Sigma Nu; fellow of the American 
College of Physicians; corresponding member of 
the Danish, Austrian, and Swedish dermatological 
societies; honorary member of the Australian, Brit- 
ish, Italian, and Manhattan dermatological socie- 
ties; in 1957 elected president of the International 
Congress of Dermatology in Stockholm, Sweden; 
honorary vice-president of the International Con- 
gress on Dermatology in London in 1952; special 
consultant for the U. S. Public Health Service; 
associated with the Ravenswood, Presbyterian, St. 
Joseph’s, and Illinois Central Railroad hospitals; 
consulting dermatologist for the Illinois Central 
Railroad; joint editor of “Year Book of Dermatology 
and Urology”; died in Winnetka, IIl., Feb. 11, aged 
68, of coronary disease. 


Shellhouse, Luther Harvie ® Willacoochee, Ga.; 
Medical College of Georgia, Augusta, 1910; past- 
chairman of the Atkinson County Board of Health; 
died in the State Hospital, Milledgeville, Jan. 2, 
aged 74, of cerebral thrombosis. 


Snell, Howard Bayard, Old Greenwich, Conn.; 
Long Island College Hospital, Brooklyn, 1899; an 
associate member of the American Medical Asso- 
ciation; member of the Medical Society of the 
State of New York; formerly practiced in Brooklyn, 
where he was an honorary staff member at Prospect 
Heights Hospital; died in Clinton, Dec. 8, aged 81, 
of cancer. 
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Spaulding, Nelson Williamson Vincent, Jackson- 
ville, Fla.; Howard University College of Medicine, 
Washington, D. C., 1944; served in the Korean 
War; died in Townsend, Ga., Dec. 22, aged 38, of 
pulmonary embolus. 


Spivey, William E., Brownsville, Texas; Dallas 
(Texas) Medical College, 1903; served as health 
officer; died Dec. 19, aged 89, of cerebrovascular 
accident. 


Thyson, Leo Cromwell, Captain, U. S. Navy, re- 
tired, Washington, D. C.; born in Washington, Oct. 
4, 1890; George Washington University School of 
Medicine, Washington, 1916; appointed lieutenant 
(jg) in the Navy in 1917 and retired Nov. 1, 1952; 
among the ships to which he was assigned was the 
cruiser USS Pensacola; chief of medicine at the 
U. S. Naval Hospital at Bremerton, Wash., before 
being assigned to the Marine detachment at Pei- 
ping, where he was taken prisoner; one of the first 
American prisoners of war during World War II; 
awarded the Legion of Merit during July, 1946, 
and the Distinguished Service Medal June 19, 1950, 
“for exceptionally meritorious conduct in the per- 
formance of outstanding services to the government 
of the United States while a prisoner of war at the 
Japanese prison camps near Shanghai and Fengtai, 
China, and at Hakodate, Japan, from Feb. 1, 1942 
to Sept. 14, 1945”; service member of the American 
Medical Association; died Jan. 9, aged 67, of a 
heart attack. 


Wahn, Henry, New York City; New York Univer- 
sity Medical College, New York City, 1898; an 
associate member of the American Medical Asso- 
ciation; associated with St. Francis Hospital; died 
in the Frances Schervier Hospital Jan. 23, aged 85, 
of cerebral thrombosis and arteriosclerosis. 


Walker, George Leon ® Wilmington, Del.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1928; veteran of World War II; served on the 
staffs of the Women’s Hospital in Philadelphia and 
St. Francis Hospital; died in Bel Air, Md., Jan. 13, 
aged 58, of a heart attack. 


White, Marion L. ® Dixon, Ill.; Keokuk (Iowa) 
Medical College, 1894; served on the staff of the 
Dixon Public Hospital; died Dec. 8, aged 92, of 
myocardial failure and arteriosclerosis. 


Williamson, Drue Baldwin, Jacksonville, Texas; 
University of Texas School of Medicine, Galveston, 
1909; died Dec. 5, aged 81, of arthritis and gastric 
ulcer. 


Worrell, Laurence Randolph ® Norwich, N. Y.; 
Albany (N. Y.) Medical College, 1914; formerly 
practiced in Albany, where he was on the staff of 
St. Peter’s and Albany hospitals; on the staff of the 
Chenango Memorial Hospital; died Jan. 14, aged 69. 
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FOREIGN LETTERS 


AUSTRIA 


Inspection of Industrial Medical Facilities.—The 
Austrian Chamber of Physicians has assiduously 
championed the cause of full-time factory and plant 
physicians as the best means of according the work- 
ers more comprehensive medical care than the 
Austrian State Social Medical Scheme and its in- 
volved bureaucracy can offer. Dr. Konrad Eberle, 
President of the Chamber of Physicians, invited a 
number of physicians and reporters to visit some 
of the plants in Vienna and environs to observe 
firsthand how efficiently the full-time factory phy- 
sicians can care for their charges. The Austrian 
Medical Association hopes eventually to place a 
trained physician in every major factory in Austria. 
As a result of this plan, postgraduate courses in 
industrial medicine were organized by the chamber 
and, in 1957, 300 physicians attended these courses. 
The success of these courses was such that all 300 
doctors who completed them were placed in cor- 
porations and factories either on a full-time or half- 
time basis. The Austrian Medical Association is en- 
thusiastic concerning this response and believe that 
in this manner a decisive blow can be struck 
against socialized medicine. 

In January Dr. Eberle inspected the medical fa- 
cilities of a meat processing plant in Vienna and a 
yarn factory in Véslau. Those of the meat process- 
ing plant were still in the stage of development; 
but this medical department was the first to be 
established on the basis of a contract between the 
Chamber of Physicians and an industrial plant 
regarding the functions of the plant physician. 
Representatives of employers and employees both 
expressed great satisfaction with the new arrange- 
ment, and it is planned to extend the function of 
the plant physician. 

The medical facilities of the yarn factory were 
laid out on a large scale and have proved their 
practical value in the eight years they have been 
in existence. The employees were getting good care 
and the management was anxious to preserve and 
improve the health of the employees. Dr. Eberle 
believed that when employees have learned to ap- 
preciate the advantages of having a plant physi- 
cian, they not only will accept one but will demand 
one. One of the great advantages of an industrial 
medical service for both employer and employee is 
its emphasis on preventive measures. Whereas, at 
first, compensation laws were concerned chiefly 
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with accidents at the place of work, now more and 
more acute and chronic diseases, due to the in- 
fluence of work materials and work procedures, 
have had to be included in these laws. 

A large number of work accidents and occupa- 
tional diseases occur annually in Austria. In 1956, 
there were 110,746 and, in 1955, there were 100,298 
industrial accidents reported. Of this number, 385 
in 1956 and 389 in 1955 were fatal. The number of 
occupational diseases reported in 1956 was 1,077 
(2 fatal) and in 1955 was 807 (21 fatal). The num- 
ber of accidents among adolescents was 9,001 (17 
fatal) in 1956 and 7,169 (23 fatal) in 1955. Because 
automation signifies merely a shifting of the human 
factor, never the establishment of the primacy of 
the machine, care for human health and preserva- 
tion of human working capacity are the most im- 
portant requirements. Accidental injuries and occu- 
pational diseases are, however, the chief threats to 
the health of the worker and his working capacity. 
Possible discrepancies between the worker's capac- 
ities and the demands made on him should be 
evaluated. To use the new type of therapy, that is, 
to evaluate work conditions hygienically and with 
an eye to quantity in relationship to human capa- 
bilities, opens new and promising prospects in in- 
dustrial medicine. Next to prevention, rehabilitation 
constitutes the most important work of the plant 
physician. 

In 1956 there were in Austria about 5.4 persons 
of working age to each person receiving a pension. 
If the birth rate remains the same, the ratio in 
1965 will decline to 4.8:1, and by 1980 it will only 
be 4:1. Expressed in a different manner, given the 
prevailing tendency in the expansion in population 
the portion of the total population that is between 
18 and 65 years of age will decrease by 1% up to 
1980; however, the pensioners over 65 years of age 
will increase by 32%. The heavy load which is in- 
creased by each advancement in social services and 
which rests on the shoulders of the working part of 
the population makes it imperative to use all meas- 
ures that can ameliorate the human work potential 
and beyond that make it possible to supply to in- 
dustry, in the constantly shrinking labor markets, 
workers who, although partly handicapped by age 
or illness, can still do nearly a full day’s work. To 
accomplish this it is necessary to install more phy- 
sicians in industry. Although today nearly 200 phy- 
sicians in Austria are employed in industrial plants 
of various types and sizes, this is only a modest 
beginning. 
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BRAZIL 


Streptococcus.—Dr. C. Solé-Vernin of the Instituto 
de Microbiologia Medica of Rio de Janeiro made 
nose and throat cultures for streptococci. He com- 
pared aerobic, microaerophilic (with 10% COz), 
and enrichment culture methods. From 597 fished 
colonies, 60 (10%) did not develop. From the 537 
colonies that gave positive subcultures, 231 (43.5% ) 
were shown to be streptococci. Pike’s enrichment 
procedure increased the percentage of isolated col- 
onies from 50% (under aerobic or microaerophilic 
conditions ) to 80%. Dr. Vernin believed that aerobic 
cultures for streptococci should be discontinued. 
In the nasal cultures other organisms were much 
more abundant than streptococci. No Hemophilus 
hemolyticus or Diplococcus pneumoniae were found 
in these cultures. This suggests a different constitu- 
tion of the normal flora in the population of Rio de 
Janeiro than that observed elsewhere. 


Glomerulonephritis.—Nitrogen mustard is useful in 
the treatment of chronic glomerulonephritis with 
nephrotic syndrome according to Drs. P. Lima and 
A. Rofeld (Revisto do Hospital das clinicas, vol. 
12, December, 1957). Nitrogen mustard was used 
to treat three patients with chronic glomerulone- 
phritis with nephrotic syndrome. In two, good clin- 
ical and laboratory results were observed. In one of 
these improvement was evident after the first appli- 
cation of the drug, but the laboratory findings re- 
turned to normal slowly. 


INDIA 


Uterine Tuberculosis.—Malkani and Bannerjee 
(Journal Obstetrics and Gynecology of India, vol. 
8, December, 1957) analyzed a series of 33 patients 
with tuberculosis of the uterine cervix diagnosed 
from 1952 to 1956. In this same period, there were 
257 cases of genital tuberculosis in women. The 
disease was found in all age groups. Erosion of the 
cervix was seen in 19 patients, adnexitis in 10, and 
ulceration in 4. None of the patients had pathog- 
nomonic symptoms. Most complained of vaginal 
discharge. Radiologic examination of the lungs re- 
vealed active pulmonary tuberculosis in two, and 
one showed evidence of healed pleurisy. Although 
a stained smear of the cervical discharge from all 
patients was examined, acid-fast bacilli were dem- 
onstrated in only one such smear. The diagnosis 
was based on histological examination of a cervical 
biopsy specimen. In 2} patients the diagnosis was 
made from a biopsy of the portio vaginalis. In sev- 
en patients with tuberculosis of the endocervix, 
the diagnosis was made from endometrial material 
obtained by curettage. Curettage was performed 
on all patients with cervical tuberculosis. In this 
series, 26 showed evidence of endometrial tuber- 
culosis. In the rest, the endometrial scrapings were 
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too scanty for diagnosis, especially in patients suf- 
fering from amenorrhea in whom the endometrium 
was atrophic. Fourteen patients received antituber- 
culous treatment and all of these were cured. 
Whereas the lesion in the endometrium showed 
healing in 8 to 12 weeks, the cervical tuberculosis 
required about 24 weeks of continuous treatment 
with antituberculosis drugs. 


Depressant Action of Rauwolfia.—Bose and Vijaya- 
vargiya (Current Science, vol. 26, December, 1957 ) 
stated that although much chemical and pharmaco- 
logical work has been done with the isolated active 
principles, the action of Rauwolfia serpentina re- 
mains complex. Little has been done to elicit the 
mechanism of Rauwolfia depressant action on vari- 
ous systems. The authors studied the action of three 
alkaloids of the plant (reserpine, serpentine, and 
ajmaline) on the oxygen consumption of brain, 
liver, and heart tissues of rats, using the Warburg 
technique. Reserpine had a marked depressant 
action on the oxygen consumption of these tissues, 
there being a gradual inhibition of respiration with 
increasing doses. Serpentine also showed a depres- 
sant action on these tissues, but the effect was 
quantitatively less than in the case of reserpine. 
Unlike reserpine and serpentine, low concentrations 
of ajmaline caused an increase in oxygen consump- 
tion in these tissues, but with higher concentrations 
there was an appreciable reduction in tissue res- 
piration. Thus of the three alkaloids, reserpine ap- 
peared to possess the maximum depressant effect 
on the oxygen uptake. Reserpine, which is the most 
potent hypotensive and sedative principle of Rau- 
wolfia, is also the most potent inhibitor of brain 
tissue respiration which may account for its seda- 
tive property. The bradycardia produced by the 
alkaloid may be due to the diminished oxygen up- 
take of the cardiac tissue. The stimulation of tis- 
sue respiration by ajmaline in smaller doses may 
be responsible for its convulsant property. Its hypo- 
tensive effect in larger doses may be due to its de- 
pressant effect on respiration of heart muscle. The 
alkaloids may have a direct inhibitory action on 
the cellular metabolism affecting the respiratory 
dehydrogenase enzyme system. Reserpine has also 
been found to produce a marked inhibition of suc- 
cinic dehydrogenase activity in these tissues. 


Urinary Excretion of Vitamins.—Pai and Patel 
(Journal Obstetrics and Gynecology of India, vol. 
8, December, 1957) studied the relationship be- 
tween deficiency of vitamin B complex and the 
toxemias of pregnancy. The test dose used was 5 
mg. each of thiamine and riboflavin and 50 mg. of 
nicotinic acid. The percentage return of each vita- 
min after giving the test dose was determined. Sev- 
en normal healthy women of 19 to 22 were studied 
for the 24-hour urinary excretion of the three vita- 
mins before and after the test dose was given. The 
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daily urinary output of thiamine varied between 
113.7 and 438.7 mcg. (average 267.1 mcg.). The 
percentage return of the test dose when 5 mg. was 
given orally varied from 7.29 to 19.05 (average 
12.64 + 1.43%). The daily urinary riboflavin excre- 
tion ranged from 369.0 to 785.7 mcg. (average 
517.8 meg. ). The percentage return of this vitamin 
after 5 mg. was given varied between 16.26 and 
43.44 (average 25.64 + 3.72%). The excretion of 
nicotinic acid before the test dose ranged from 1.02 
to 6.51 mg. (average 3.24 mg.). The percentage re- 
turn after 50 mg. was given, ranged from 3.69 to 
16.03 (average 9.75 + 1.68%). There was no re- 
lation between the test dose return of any of these 
vitamins and the levels of their urinary excretion. 


Postgraduate Medical Training.—A four-year course 
of postgraduate medical training similar to that 
offered in American universities is being introduced 
in the K. G. Medical College, Lucknow, under a 
comprehensive scheme of the state government. 
The scheme, known as the Resident Training 
Scheme, is being jointly financed by the state gov- 
ernment and the Rockefeller Foundation. The new 
course is designed to reorient the present residency 
training program of the college and aims at giving 
a sound general clinical training and, thereafter, 
help in the training of specialists in various 
branches of medical science. It will admit 100 
trainees every year. The assistance offered by the 
Rockefeller Foundation will last only for the first 
four years, after which the sole responsibility of its 
financial burden will lie on the state government. 
The trainees will be given “pocket” expenses at 
varying rates from year to year in addition to board 
and lodging. In the initial two or three years, the 
Rockefeller Foundation might supply some emi- 
nent physicians and surgeons from the United 
States to help in implementing this new program. 
The foundation might also send one or two mem- 
bers of the staff of this institution abroad to study 
the training programs in other countries. 


Experimental Hydronephrosis.—B. N. Balkrishna 
Rao and co-workers showed in earlier experiments 
that sudden complete ureteric obstruction can pro- 
duce hydronephrosis. It was also thought that a 
kidney under stress of complete ureteral obstruc- 
tion and undergoing hydronephrotic changes 
should be able to recover if the cause were re- 
moved. The damage would be related to the dura- 
tion of stress and there should be an optimal period 
when, with the removal of the cause, the kidney 
should partially or wholly regain its normal func- 
tion. The authors (Indian Journal of Surgery, vol. 
19, December, 1957) have now reported the pre- 
liminary results of drainage of the hydronephrotic 
kidney with a view to determining the stage of re- 
versibility. Dogs were used for the study and the 
earlier results of sudden complete ureteral obstruc- 
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tion leading to hydronephrosis were confirmed. The 
principle of the study was to establish hydrone- 
phrosis of varying duration and then to decompress 
the hydronephrotic kidney by draining the dilated 
ureteral segment. Histological studies of the kidney 
and a few biochemical studies of the dog were 
made. Hydronephrosis was produced by surgical 
ligation of the left ureter near the ureterovesical 
junction, a segment of the ureter between two liga- 
tures being excised to prevent recanalization. To 
provide drainage of the hydronephrotic kidney 
later, cutaneous ureterostomy, ureterocolic and ure- 
teroureteral anastomoses were tried but were unsat- 
isfactory. Implantation of the dilated ureter direct- 
ly into the urinary bladder gave satisfactory re- 
sults. The gross changes in the hydronephrotic kid- 
ney before drainage consisted of an increase in the 
perirenal fat, progressive pyelorenal enlargement 
depending on the duration of obstruction, gradual 
diminution in the depth of the surviving renal pa- 
renchyma, increase in the capacity of the pelvis, 
and stretching and elongation of the calyces. 
Microscopically, the early changes were dilata- 
tion first of the collecting tubules and later of the 
convoluted tubules. Following this, degenerative 
changes were exhibited in the epithelium lining the 
tubules, occurring rapidly with changes of dilata- 
tion. Later the tubules disappeared completely and 
were replaced by fibrosis. The glomeruli first 
showed lobulation and hyalinization followed by 
fibrosis until they gradually disappeared. After 
ureterovesical implantation, the kidney shrank to a 
size smaller than that of the opposite kidney. Peri- 
renal fat remained unaltered; the depth of the 
renal parenchyma almost approached the normal; 
and the calyces became thicker and shorter than 
normal while the corticomedullary differentiation, 
though not clear, reappeared. The microscopic 
changes, especially in kidneys obstructed for 21 
days, consisted of the presence of a fair amount of 
renal cortex with larger number of glomeruli, and 
only a few areas of patchy atrophy of the collecting 
tubules in the medullary zone. Drained kidneys of 
longer duration showed more degenerative changes 
with little evidence of functioning renal parenchy- 
ma. The authors concluded that in the early stages, 
pelvic outlet of hydronephrosis had been through 
pyelovenous backflow, and at later stages, tubulov- 
enous backflow. 


NEW ZEALAND 


Poison Pellet in Party Snapper.—Two boys were 
rushed to hospitals in two cities after eating a pellet 
containing metaldehyde found in a party snapper. 
The pellet was supposed to give off a miniature 
“snowstorm” when lit. In each case the pellet was 
labeled “poison” and was accompanied by a warn- 
ing not to place it in the mouth, but young children 
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cannot be expected to understand this. It is most 
unwise of manufacturers to put poison of any kind 
inside a snapper. Almost equally dangerous were 
such articles as tiny rings, whistles, and charm 
bracelet trophies, which were also found in some 
snappers, as they could easily be swallowed by 
children. 


Mental Deficiency Services.—In the December is- 
sue of the New Zealand Medical Journal, Dr. H. 
Bourne stated that the supply of institutional beds 
by the state does not constitute an adequate mental 
deficiency service. Only a small proportion of men- 
tal defectives ever reside in institutions. For the 
remainder certain special services are necessary. 
The staff of such services should detect cases of 
mental deficiency and help patients, their families, 
and their physicians to prevent breakdowns in so- 
cial and occupational adjustment and the demands 
that may then arise for inpatient care, to supply 
after-care for discharged patients, and to assist 
with rehabilitating inpatients. Such services include 
psychiatric departments with mental deficiency and 
child guidance clinics in general hospitals; educa- 
tional facilities; a register; nationally coordinated 
provision for the employment of disabled persons, 
whether crippled physically or mentally; and 
proper instruction of medical students in the nature 
of mental deficiency and the importance of this 
social problem, which, to some degree, affects over 
2% of the population. 

As yet nothing of this kind is found in New 
Zealand’s mental health plans and policies. There 
are no community mertal deficiency services, and 
such facilities as do exist are serviced by the educa- 
tion department, rather than by the health depart- 
ment, and by lay voluntary bodies, such as the 
Intellectually Handicapped Children’s Parents’ As- 
sociation. For inpatient treatment a small] fraction 
of the country’s 11,000 mental hospital beds are 
used for mental defectives and those only in a cus- 
todial fashion, for the most part. If a start must be 
made with expenditure on beds, then, with the 
small and scattered population of this country, the 
dual functions of rehabilitation and easing the bur- 
den of the parents can only be obtained by estab- 
lishing small and scattered institutions. Large insti- 
tutions are suitable only for heavily populated 
areas. Small residential centers, closely linked to 
the community, where rehabilitation can be easily 
carried out are the solution to the problem. There 
is no reason why such centers should not be oper- 
ated by the local hospital boards, rather than from 
the capital. 


Bronchography in Children.—Morkane and Pryor 
(Australian & New Zealand J. Surg. 27:155, 1957) 
described a technique for apneic bronchography in 
children. The requirements to be met to conduct 
any anesthetic bronchoscopy and bronchography in 
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children are avoidance of explosive agents, ade- 
quate oxygenation of the patient, some form of 
apneic technique to obtain clarity of pictures, re- 
moval of secretions, and a rapid return of the pro- 
tective cough reflex. The problem is still more diffi- 
cult in debilitated children. For children 1 to 6 
years of age, rectally administered thiopental (20 
mg. per pound of body weight) is given in the 
ward; and when the patient is asleep, 10 to 50 mg. 
of succinylcholine chloride is given and the lungs 
inflated gently with oxygen. The vocal cords and 
trachea are then sprayed with 2% lidocaine solution 
and the lungs reinflated. At the conclusion of the 
bronchoscopy another 10 to 15 mg. of succinylcho- 
line is given and the patient again fully oxygenated. 
A special bronchography endotracheal tube is in- 
serted and its position checked by screening. The 
portex tubes used are of varying sizes and they 
have a small vinyl portex side tube attached with 
vinyl portex cement. The side tubes carrying the 
opaque/medium are joined to the convex surface 
of the endotracheal tubes for ease in introducing 
betweeri the vocal cords. The patient is maintained 
with controlled respiration with a 2:1 mixture of 
nitrous oxide and oxygen on a semiopen circuit. 
Additional small increments of succinylcholine are 
given as required. This technique has the following 
advantages: only small amounts of dye are required 
to get good pictures and, since it is an apneic tech- 
nique, there is no blurring of the picture due to 
chest movements during the exposure. Laryngeal 
spasm is particularly likely to occur after extuba- 
tion due to the irritant effect of the secretions on 
the vocal cords, and the child should not be al- 
lowed to return to the ward until the anesthetist is 
satisfied that all danger of such spasm is past. 


SPAIN 


Medical Ethics.—Dr. J. A. Palanca, professor of 
hygiene of the University of Madrid and ex-general 
director of public health, at the inaugural session 
of the Deontologic Academy of Madrid said that 
the problem of medical ethics was part of the gen- 
eral problem of social ethics. Social ethics have 
long been under the control of the church. The 
medical profession, on the contrary, has lost its in- 
fluence on the people because of the virtual dis- 
appearance of the family physician who in the past 
exerted a great influence on his patients. Specialists 
are no substitute for the family physician because 
their attention is centered on only one part of the 
patient and because they do not appreciate the 
small problems faced by their patients. Dr. Palanca 
said further that the necessity to make a living 
forces some physicians to look for more than one 
position. No physician can support his family on 
the income from only one position. There is no 
doubt though that certain abuses have arisen as a 
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result of this practice. These abuses should be dealt 
with within the profession. Regarding the competi- 
tion for appointments on the faculties of universi- 
ties, one of the gravest dangers is the use of politi- 
cal influence in obtaining such a position. 


UNITED KINGDOM 


World Medical Association.—The British Medical 
Association has set up a supporting group for the 
World Medical Association to increase interest in 
its work and to raise money for it. The B. M. A. 
makes an annual contribution of about $12,000 a 
year to the W. M. A., a contribution exceeded only 
by that of the American Medical Association. 


Public Telecast of Operations.—The British Broad- 
casting Corporation is televising a series of weekly 
programs under the title of “Your Life in Their 
Hands,” showing major surgical operations and 
procedures being performed in hospitals through- 
out the country. Most of these are live telecasts, 
and emphasis is being placed on the first-class sur- 
gical work that is done outside London. These 
are the first telecasts of this kind made for the 
general public. Among the topics shown are the 
radiologic treatment of cancer, cardiac operations, 
the surgical treatment of head injuries and tuber- 
culosis, and the use of controlled respiration in 
surgery and in the treatment of respiratory paraly- 
sis resulting from poliomyelitis. Visits will be made 
by the television camera men to hospitals at Ox- 
ford, Manchester, Birmingham, Cardiff, Bristol, 
Glasgow, and Leeds. The B. B. C. states that the 
public have a genuine and not a morbid interest 
in disease, and that these telecasts are devised to 
satisfy this. The producer of the series has been 
careful to get all material approved by the hos- 
pital concerned and to obtain written permission 
for consent to appear from the patients concerned. 
General medical opinion is that such telecasts to 
an educated public cannot fail to do good, and 
that the chance of producing hypochondriacs by 
this means is small. Another view is that more 
people may consult their physicians earlier for 
the treatment of serious conditions if they see these 
telecasts. This would outweigh the possible dis- 
advantage of visits to physicians for trivial or 
imaginary complaints. 


Dietary Fat and Coronary Disease.—J. F. Brock 
(Practitioner, pp. 180-191, 1958) stated that for 
people who have already had a coronary thrombo- 
sis, who suffer from angina pectoris, or who have 
a strong family history of coronary disease, reduc- 
tion of serum cholesterol levels in excess of the 
mean for age and sex is desirable if this can be 
achieved by simple dietary modification and that 
such reduction might improve the expectation of 
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life and health in the person at risk. Further, the 
required modification can be made by adjusting 
the quantity or quality of fat in the diet without 
adversely affecting one’s health in other respects. 
On the other hand, the situation is too uncertain to 
justify pronouncements by those who administer 
laws about food production and who control nu- 
trition education. In the past, dietetics has been a 
rich field for quackery, and public health adminis- 
trators are wise to avoid far-reaching recommenda- 
tions until the case for action has been proved. No 
reliance should be placed on a single reading of the 
serum cholesterol level. The case for dietary modifi- 
cation must be judged in each case in relation to 
the trend of serum cholesterol readings and the 
estimate of the extent to which the patient is at 
risk of coronary occlusion. Restriction of fat should 
not be too strict. A reasonable objective is 30% 
of the caloric intake from fats. At this level weight 
can be maintained, and the palatability of the diet 
is not seriously impaired. There is no need to re- 
duce cholesterol intake as such since there is no ex- 
perimental or theoretical justification for believing 
that the cholesterol content of the average diet 
contributes materially to the level of serum cho- 
lesterol. 


Laboratory Tuberculous Infection.—In 1957 Reid 
stated that over a five-year period 96 new cases of 
tuberculosis were reported in an average laboratory 
population of 4,824; on the basis of the age and sex 
distribution of that population only 36 new cases 
would have been expected. Of the observed lab- 
oratory population, about 10% of the men and 30% 
of the women had had no contact with tuberculous 
material, and among them the observed rate of in- 
fection was no higher than expected. This prob- 
lem has been investigated by a working party, 
which has made a report to the Public Health Lab- 
oratory Service (Monthly Bull. Ministry of Health, 
vol. 17, 1958, p. 10). The purpose of the report is to 
indicate the dangers that accompany tuberculosis 
work in the laboratory so as to enable pathologists 
to take such precautions against them as seem de- 
sirable in the circumstances. 

There are obvious advantages in removing poten- 
tially dangerous operations from the general labo- 
ratory but, unless the separate laboratory is of ade- 
quate size and well ventilated, the risk of infection 
to the person working in it may be greatly in- 
creased. The use of one particular bench in a large, 
common laboratory may be safer than partitioning 
off a tiny unventilated cubicle for examination of 
tuberculous material. Not all laboratory technicians 
are happy working on their own in a separate room, 
and there is a real danger that technique may be- 
come slipshod owing to lack of constant super- 
vision by the pathologist and senior technicians. 
This disadvantage can be minimized by the provi- 
sion of glazed partitions or observation windows be- 
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tween the separate tubercle room and the labora- 
tory. Benches should have a smooth, impervious 
surface free from cracks that stands regular swab- 
bing with Lysol. Contamination of the bench top 
from the outside of sputum containers and centri- 
fuge tubes can be prevented by standing them in 
metal trays that can be sterilized by heat. Continu- 
ous irradiation of the upper air in the room with 
ultraviolet light is of doubtful value. 

All new recruits, including clerical and mainte- 
nance staff, should have a tuberculin test on start- 
ing work in a laboratory where tuberculous mate- 
rial is handled. If the reaction is negative, vaccina- 
tion with BCG should be offered, and the recruit 
should not be permitted to handle tuberculous 
material until the skin reaction has become posi- 
tive. In some laboratories it would be justifiable to 
refuse to employ a tuberculin-negative person who 
refused BCG vaccination. All recruits should be 
x-rayed before employment. The frequency of sub- 
sequent x-ray examinations must be a compromise 
between the desire for the earliest possible know!- 
edge of any radiologic evidence of infection and the 
risk of excessive radiation. An annual examination 
probably represents a fair compromise. Entirely 
untrained persons should not handle tuberculous 
material. In general, specimens should not be un- 
packed or handled by clerks or other persons un- 
trained in laboratory technique. Should it be neces- 
sary for a clerk to unpack a specimen (for example, 
to determine to which of a number of laboratory 
departments it should be submitted), she should 
wear protective clothing and receive some elemen- 
tary bacteriological instruction. Operating gowns 
fastened at the back should be worn. No mask 
less complex or uncomfortable than the service type 
gas mask will protect against the inhalation of in- 
fected particles. The operating mask of gauze and 
cellulose does protect against splashes and large 
droplets infecting the mouth and face in the autop- 
sy room. Smoking when dealing with infected ma- 
terial, both in the laboratory and autopsy room, is 
dangerous and should be prohibited. Food and 
drink should not be consumed in the laboratory. 


Prematurity and the Handicapped Child.—A study 
of the growth and development of premature and 
of full-term infants, which is entering its fourth 
year, indicates that although most prematurely 
born children, especially those weighing between 
4.5 and 5.5 lb. (2,000 and 2,500 Gm.) at birth, at- 
tain to a physical and mental status approximating 
that of their full-term siblings, yet there remains 
a large excess of handicapped children in the pre- 
mature group and a disproportionate number who 
are undersized and subject to constant illness, ac- 
cording to C. M. Drillien (Health Bulletin, vol. 16, 
1958, p. 6). On the basis of the developmental quo- 
tient (the ratio of the mental age to the chronolog- 
ical age, allowing for the degree of prematurity), 
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ony 14 of 38 children between the ages of 2 and 5 
years, who weighed less than 3 lb. (1,360 Gm.) at 
birth were graded as normal or superior; 13 were 
definitely dull, 7 were high-grade defectives; and 
4 were low-grade defectives. A comparison of the 
average development quotients for four birth- 
weight groups of children under the age of 3 years 
showed that it was 106 for those weighing over 5.8 
Ib. (2,630 Gm.) at birth, compared with 81 in those 
weighing less than 3.1 Ib. (1,400 Gm. ). 

The incidence of severe physical abnormalities 
was much higher among premature children. Thus, 
of 23 severely handicapped children, only one 
weighed over 5.5 Ib. (2,500 Gm.) at birth. Of the 
54 children with a birth weight of under 3.9 lb. 
(1,770 Gm.) four had cerebral palsy, two had re- 
current epileptiform convulsions, three had severe 
deafness, and one was blind due to retrolental 
fibroplasia. The number of children hospitalized in 
the first two years of life was twice as high in the 
premature group, and the total number of admis- 
sions was nearly three times as high in this group. 
Of medical conditions necessitating admission to 
hospital, bronchitis and pneumonia showed the big- 
gest differential between the two groups. The inci- 
dence of children suffering from constant illness 
throughout the first two years of life was 20.4% 
among the premature, compared with 6.1% among 
the full-term. In the school-age group, a predispo- 
sition to lower respiratory infections persisting since 
infancy was reported in 12 of 29 patients for whom 
a reliable history could be obtained. 


Blindness.—The total number of registered blind 
persons in England and Wales on Dec. 31, 1956, 
was 96,019 (40,803 males and 55,216 females), of 
whom 2,301 (2.4%) were under 16 and 79,766 
(83%) were over 50. The statutory definition of 
blindness is being unable to perform any work for 
which eyesight is essential. This is generally inter- 
preted as vision of 3/60 or less. Most registered 
blind have some degree of vision, and less than 5% 
of the newly registered are totally blind, that is to 
say, have no perception of light. The number of 
registered blind has been rising steadily for many 
years, the increase being most marked in the high- 
er age groups. In 1955, 70% of all newly registered 
blind were 70 or over and almost half of these were 
80 or over. The marked increase in the number of 
aged blind is largely accounted for by the increas- 
ing number of aged in the general population. The 
number of partially sighted persons on Dec. 31, 
1956, was 20,329, of whom 7,957 were male and 
12,372 female; 2,190 (11%) were under 16, and 
14,645 (72%) were over 50. 

Blindness due to such infections as ophthalmia 
neonatorum and syphilis has virtually disappeared, 
and the commonest causes of blindness among 
young children are congenital anomalies and retro- 
lental fibroplasia. In older persons cataract, glau- 
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coma, and senile macular degeneration combined 
account for 80% of new registrations. New registra- 
tions in the persons between 16 and 65 show myo- 
pia, diabetes, and trauma as the most significant 
conditions. In a memorandum on the subject, the 
Ministry of Health describes as disquieting the fact 
that some 80% of persons registered as blind from 
cataract and some 40% of those registered as blind 
from glaucoma have had no treatment. Although 
there are more females than males on the register, 
trauma accounts for many more cases among men: 
7 to 10 times as many men as women are blinded 
from accidents, principally in the active years. 


Drugs for Athletes.—That there is no evidence 
whatsoever of drug addiction of any kind by ath- 
letes in this country was the opinion expressed by 
Sir Adolphe Abrahams in opening a discussion on 
the use and abuse of drugs by athletes organized 
recently by the Society for the Study of Addiction. 
The Amateur Athletic Association has issued a rule 
that drugs may not be used to produce better ath- 
letic performances and has asked the British Asso- 
ciation of Sport to define what is a drug in this 
context. As Sir Adolphe pointed out, no reasonable 
person would object to tea and coffee, even though 
they contain caffein. Similarly, alcohol is a drug, 
but no one except ardent teetotallers would ban 
its use by athletes. Are we to refrain from the use 
of drugs that sharpen the appetite, improve diges- 
tion, and so contribute to physical well-being, or 
from a simple sedative to ensure a good night's 
sleep for an overanxious youngster on the eve of 
a contest? If amphetamine and cortisone can di- 
rectly release another reserve of energy, are they 
not to be accepted as contributing to normal physi- 
ological well-being? There was no criticism of the 
use of oxygen in ascending Mount Everest. If it 
were practicable to construct a tunnel with oxygen- 
enriched atmosphere in which runners competed, 
record performances would be accomplished. 
Would this be approved? If not, what is the dif- 
ference between climbing Mount Everest and beat- 
ing any other record? 


Action of the Sulfonylureas.—The sulfonylureas ap- 
pear to decrease the hepatic output of glucose in 
patients with both stable and unstable diabetes, 
according to J. M. Stowers and co-workers (Lancet 
1:278, 1958). Because insulin was not rendered 
more effective by carbutamide or tolbutamide, ex- 
cept possibly in patients in the fasting state, it was 
considered unlikely that these drugs inhibited the 
destruction of the insulin given. Although the pa- 
tients with brittle diabetes studied were not of 
the type usually considered to respond to the sul- 
fonylureas and fell into the category of diabetics 
probably lacking insulin of their own, both carbuta- 
mide and tolbutamide lowered fasting blood sugar 
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levels in 6 of 11 patients and decreased variations 
in blood sugar level in 8 of 9. These actions 
were not thought to be due to any stimulus to 
production of insulin. It is admitted that the data 
presented did not exclude the possibility of a 
stimulus to the secretion of insulin, particularly if 
sulfonylureas were to have more effect on the 
action of insulin on the liver than elsewhere, but, 
on the other hand, no evidence was found to sup- 
port this hypothesis. 


Acute Respiratory Disease in Babies.—The Min- 
istry of Health reported that since Jan. 20 there 
has been an increase in the number of babies need- 
ing hospitalization in London. Between 33 and 50% 
of all admissions arranged by the emergency bed 
service on account of acute respiratory disease 
has been for children under the age of 5, mostly 
for those between the ages of 3 months and 2 
years. There has been no corresponding increased 
need for hospital beds for older patients. A simi- 
lar situation was observed in Birmingham. The 
babies usually had a history of a progressive coryza 
with rapidly developing involvement of the lower 
respiratory tract. The more severely ill were rest- 
less and cyanotic, with intercostal recession on in- 
spiration and other evidence of obstruction of the 
respiratory tract, but signs of consolidation were 
not prominent. A few deaths occurred. In many 
cases, oxygen therapy was required. Antibiotics 
had no effect on the course of the illness, although 
they may have helped to avert secondary infec- 
tion. There was no evidence to suggest a bacterial 
cause. Similar outbreaks were reported in Novem- 
ber, 1953, in London, Liverpool, Manchester, and 
Sunderland. Efforts to show that these were due 
to influenza or other viruses were unsuccessful, 
and the cause was never established. 


Dermatitis in the Steel Industry.—An analysis was 
made by H. R. Vickers (Brit. M. J. 1:199, 1958) 
of the probable cause of dermatitis arising in 250 
workmen employed in the steel industry, in whom 
the condition was thought to be due directly to 
their work and in whom the dermatitis was so 
severe that they had to be absent from work for 
at least three weeks. The largest group (34.8%) 
were incapacitated by dermatitis arising directly 
as a result of treatment of a relatively trivial in- 
jury such as a superficial burn or a small cut. The 
sensitizing agents most commonly used were acri- 
flavine and its analogues and penicillin. In other 
cases various proprietary so-called antiseptics were 
responsible. In Vickers’ opinion, the treatment of 
relatively trivial injuries should consist in the area 
being cleaned thoroughly with 1% cetrimide solu- 
tion and either a sterile dry dressing or a dressing 
of sterile paraffin, the dressing not being disturbed 
until healing has taken place. 
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CORRESPONDENCE 


REGULATING YOUR OWN FEE SCHEDULE 


To the Editor:—It is possible to control your own 
fees, even though some of your patient's bills are 
paid for by welfare and rehabilitation state agen- 
cies, by union welfare plans, or by the Veteran’s Ad- 
ministration in any type of hometown care program. 
This is simply a matter of proper billing. 

Since time memorial, family physicians and 
speciatists have been caring for marginal patient 
groups and for those who could pay nothing. At 
first, this was done voluntarily in the hometown 
private office, before there were welfare agencies. 
Later, some private physicians were accustomed to 
caring for indigent patients in clinics, usually asso- 
ciated with medical schools and public hospitals. 
The doctors usually rotated in staffing such clinics, 
to which they donated their services. This way of 
furnishing medical care to groups at a low economic 
level ran into trouble because some of the well-to- 
do were able to get by the social service screening 
into these free clinics. Most of these people were 
not “chiseling,” but simply felt that the best medical 
care was usually associated with university and 
research centers. Such clinics usually had a teach- 
ing function. 

In the last two decades, there has been a rapid 
increase in the number of public agencies who were 
responsible for clients requiring some form of med- 
ical care. Thus began the much publicized and 
talked about topic of the fixed fee schedules, which 
many fear are leading to some type of government 
control. 

James L. Doenges, in a recent Medical Econom- 
ics article (35:198 [Jan. 20] 1958) entitled “Fixed 
Fees Lead to Government Control,” says: “As+an 
independent practitioner, you doubtless abhor the 
thought of Government-controlled medicine. Yet 
each year more and more doctors accept fixed fees 
—both in principle and in practice. Since the fixed- 
fee concept is a keystone of Government medicine, 
America’s physicians are playing right into the 
hands of those who advocate control.” When you 
permit any outside source to fix your fees, this 
physician maintains, you are asking for trouble. 
Actually, many physicians cannot avoid doing work 
for the above-named agencies and such organiza- 
tions as the Blue Shield under minimal rate 
schedules. 

How are we going to maintain control of our 
own fees? 

I have found a way of billing those from whom 
I have had to accept less than standard fees. In 
doing this, I have maintained my own fees by the 
simple expedient of billing at the rate of my regular 


charges, and listing as “courtesy” an amount that 
was obtained by subtracting the fixed agency fee 
from my regular charges. Thus, if I examine or 
treat a welfare patient for whom the public assis- 
tance department can only pay $10, whereas my 
specialist consultation fee is $25, the bill is typed 
out as follows: 
County Welfare Department 


County Seat 
ra. 


For Professional Services Rendered 
Bernie Jones 


Consultation $25 
Courtesy $15 
Balance $10 


Payment received on 


By following this procedure, the standard fees 
for the area are officially maintained. A well-to-do 
patient cannot feel that I have one scale of charges 
for the rich and one for the poor. This is especially 
important if one of my own private patients cannot 
afford to pay my regular fee. At the same time, I 
am maintaining my own fee schedule and in effect 
doing what the practitioners did years ago, doing 
charity work in their own offices. It is also self- 
evident that such a process of billing not only in- 
duces appreciation but also adds pressure to keep 
the fee rate at a reasonable level. 

Why would it not be advisable for most physi- 
cians to bill in this manner? Hospitals, serving all 
economic levels and running clinics with staff physi- 
cians, could also, wisely, follow the same plan. 

In these days, with the struggle to maintain 
adequate medical care and at the same time pre- 
serve the patient’s free choice of his own physician, 
the medical profession needs to constantly and 
clearly interpret its position to the general public 
and agencies alike. 

An economist once told our county medical so- 
ciety, “If you doctors don’t arrange to distribute 
your services voluntarily, you deserve to be social- 
ized with all its attendant evils.” 

There may be many ways to accomplish an ob- 
jective, but usually the simplest method is the best. 
Doesn't the above illustrated manner of billing any 
fixed fee agency clearly portray the position of the 
average physician who is continuing to do his best 
to equitably distribute medical care? 

Georce M. Lorrt, M.D. 


617 E. Foster Ave. 
State College, Pa. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


The M’Naghten Rule and the Irresistible-Impulse 
Test._The defendant was found guilty of murder. 
From the judgment of conviction, he appealed to 
the Supreme Court of Nevada. 

One of the grounds of appeal related to the court's 
definition of insanity as a defense in a criminal 
action. Since 1889 the “right and wrong” test, 
patterned after the English M’Naghten rules, has 
been followed in Nevada. That test is: “To establish 
a defense on the ground of insanity, it must be clear- 
ly proved that at the time of committing the act the 
defendant was laboring under such a defect of 
reason, from disease of the mind, as not to know 
the nature and quality of the act he was doing, or, 
if he did know it, that he did not know he was doing 
what was wrong.” The defendant attacked this test 
as unjust, unrealistic, scientifically false, and out- 
moded. 

The right and wrong test, said the court, has been 
criticized from time to time ever since its announce- 
ment, but it continues to be followed in most juris- 
dictions. In this case, criticism was directed to the 
fact that the definition is set forth by rule. It is 
universally recognized, continued the court, that not 
every mental disorder should be regarded as suffi- 
cient to relieve one from criminal responsibility. So 
long as this be true it must be recognized that there 
are limits which may, in the public interest, be 
validly imposed upon the area within which the 
judgment of the jury and the psychiatrists can 
operate. In the interest of uniform administration 
of criminal justice it may reasonably be contended 
that these limits should be fixed as best they can 
and thus be made applicable in all cases. 

To leave “insanity” undefined would be to elimi- 
nate the entire statutory concept of insanity as the 
limited and uniform basis for relief from criminal 
accountability. It would substitute in its place a 
jury power of moral judgment unlimited by those 
very bounds which statute law comtemplates and 
based solely upon the conscience and common 
sense of 12 persons. Such a sweeping change of ap- 
proach, in disregard of limits and conditions com- 
templated by statute, is, we feel, beyond the reach 
of the judicial function as that function is recog- 
nized in this state. In our view, said the court, the 
problem with which psychiatry and the law both 
are struggling should be judicially attacked upon 
the basis of agreement upon a test under which 
both law and psychiatry can best operate. Should 
the right and wrong test be modified by the irre- 
sistible-impulse test? 

Among the psychiatrists themselves, said the 
court, there is much doubt as to the validity of the 
concept of irresistible impulse in the sense of a loss 
of volitional control through mental disorder that 
does not necessarily affect the intellectual powers 
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of the defendant. In other words, the psychiatrists 
as a group apparently are not agreed that the urge 
to commit an act which one knows to be wrong 
can, through mental disorder, become irresistible. 
Further, there is doubt among the psychiatrists as 
to their ability to distinguish between those cases 
where lack of volitional control is properly attribu- 
table to mental illness and those where it is due 
simply to a failure to resist that which could have 
been resisted had the power to resist been exercised. 
It is felt that to recognize the irresistible-impulse 
test as an independent test of insanity without 
specific limitation, is to make the defense of insanity 
available to psychopaths and neurotics who ought 
not to be freed from accountability for their actions. 

The court pointed out that a survey made by Dr. 
Guttmacher of members of the American Psychiatric 
Association indicated that 60% did not believe the 
concept of the irresistible impulse to be psychiatri- 
cally and legally sound. 

With all the opposition to the M’Naghten rule, 
concluded the court, we must yet adhere to it until 
a rule can be substituted which more accurately 
reflects current scientific knowledge. We can hardly 
recognize as scientific truth a rule which has failed 
to receive the approval of what we may regard as 
the most enlightened segment of society in this 
field of knowledge. 

The Supreme Court, therefore, held that the in- 
structions given by the trial court on the question 
of insanity were correct. The judgment of convic- 
tion was reversed for other reasons, however. Sollars 
v. State, 316 P (2) 917 (Nevada, 1957) 


Right to Read to Jury from Entries Made on Hos- 
pital Record.—This was an action for damages for 
the death of a patient from the alleged administra- 
tion of an incompatible blood transfusion in the 
defendant hospital. From a judgment in favor of 
the defendant, the plaintiff appealed to the Su- 
preme Court of Utah. 

Ten days after an operation for the removal of 
a tumor, the plaintiff's wife died from an inflamma- 
tion of the kidneys. The basic issues contested by 
the parties were: 1. Did the deceased receive an 
incompatible blood transfusion from which she 
died? 2. If so, was the defendant hospital negligent 
in connection with administering it, or in failing to 
stop it after an unfavorable reaction was noticed? 
The jury resolved these issues in favor of the de- 
fendant, but on appeal the plaintiff contended that 
the trial court had erred in its ruling upon some of 
the evidence submitted. 

Two doctors, who had been called in consulta- 
tion with reference to the treatment of the de- 
ceased, made certain entries in the hospital records. 
These notations were as follows: “Pelvic Laparol- 
ing 4-453 followed almost immediately by a chill 
and dark urine . . . This pt is going into some type 
of renal decompensation possible on the basis of a 
transfusion reaction . . .” Signed “V. L. Rees.” And 
at the bottom of the same page of the progress 
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notes: “This is undoubtedly a Lower Nephrone 
Syndrome from hemolytic Blood Transfusion . . .” 
Signed “KAC” 

These entries obviously had a direct bearing 
upon the question of whether or not the deceased 
had received a transfusion of incompatible blood 
which had caused her death, and the attorney for 
the plaintiff wanted to read them to the jury and 
comment upon them in his argument. The trial 
court allowed the defendant's objections to such 
procedure. 

The surgeon who had performed the operation 
on the plaintiffs wife testified at the trial that in 
his opinion the patient probably died as a result of 
a blood transfusion reaction. The hospital patholo- 
gist, however, refused to concede that there was 
any definite proof that such a reaction had even 
occurred, The hospital entries, therefore, had a 
direct bearing on a critical and disputed issue. 

The defendant hospital contended that since the 
doctors who made the notations were not em- 
ployees of the hospital, such entries were neither 
admissible nor binding upon it. The Supreme Court 
of Utah admitted such rulings in other states but 
said that it adhered to the view that admits evi- 
dence of the character here in question notwith- 
standing the fact that it represents in part doctors’ 
opinions as to the patient's condition. The notations 
were recorded as information deemed pertinent to 
the patient’s care and treatment by persons per- 
forming duties in that regard. We have heretofore 
recognized, said the court, that the entering of data 
on hospital records by personnel so engaged carries 
sufficient guarantees of trustworthiness to render 
them admissible in evidence and worthy of consid- 
eration by the fact finder in connection with the 
other evidence in the case. The doctors attending 
the plaintiff's wife come within such classification, 
and entries they made upon the hospital record in 
connection with their duties in rendering medical 
service to this patient are competent evidence to be 
considered for such purpose. 

The defendant further contended that, assuming 
the notations are competent evidence, it was never- 
theless but harmless error for the trial court to sus- 
tain his objection to their being read and argued to 
the jury because the records had actually been re- 
ceived in evidence and were there for the jury to 
read if it so desired. The Supreme Court conceded 
that the records were there for the jury to read but 
pointed out that such records were couched in such 
terms that they could stand some elaboration for the 
benefit of those uninitiated in the mysteries of medi- 
cal terminology. This emphasizes the importance of 
according the plaintiff's counsel the opportunity of 
performing one of his essential functions: that of 
arguing his cause to the jury. In doing so, he should 
be permitted to refer to and use all of the competent 
evidence he has marshalled and presented in the 
trial, and to explain its meaning and argue its sig- 
nificance to the jury. Some indication of the impor- 
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cerned, added the court, is to be found in the fact 
that the counsel for the defendant thought the mat- 
ter of sufficient consequence that he objected to 
the reading and use of the evidence in the argu- 
ment to the jury. The court felt that it was some- 
what inconsistent that counsel now urges that de- 
priving the plaintiff of the use of such evidence 
was merely harmless error. If it is so plain that it 
would not have helped the plaintiff's case, one is led 
to wonder why the counsel made the objection and 
insisted that it not be used. The obvious answer 
seems to be that the defendant’s counsel was ap- 
prehensive that it may have a substantial effect 
against his client. 

In view of the fact that there is such substantial 
doubt that we cannot, with any degree of assur- 
ance, affirm that the use of such evidence would 
not have been helpful to the plaintiff, the doubt 
should be resolved in favor of allowing him to have 
a full and fair presentation of his cause to the jury. 

The judgment of the trial court in favor of the 
defendant hospital was therefore reversed, and the 
case was remanded for a new trial. Joseph v. W. H. 
Groves Latter Day Saints Hospital, 318 P(2) 330 
(Utah, 1957) 


THE LEISURE CORNER 


AUTO CAMPING 


The relatively recent development of public auto 
camp grounds, equipped with modern conveni- 
ences, provides a background of vacation fun. These 
are usually located in scenic beach and forest areas 
and operated under state and federal jurisdiction. 
Auto camping will prove especially attractive to 
doctors who prefer this type of camping to “rough- 
ing’ it, since it lends itself to an easygoing, health- 
ful experience with many of the comforts of home. 

Everywhere throughout our country public parks 
and forests are extant in which one can camp in 
various degrees of comfort and where facilities for 
recreation have been organized for every member 
of one’s family. These camping grounds are usually 
free of charge; others assess a nominal fee. 

Camping as such is not new on the American 
scene. Its popularity has skyrocketed among family 
groups since the end of World War IL. The organ- 
ization of camp grounds with modern facilities has 
taken all the hardships out of camping. In most 
parks modern toilets and washrooms are within easy 
reach from the spot on which you pitch your tent. 
Water hydrants and faucets are provided with safe 
drinking water available. The basic necessities for 
a pleasant vacation stay are always on tap. 

It will interest you to note how readily, in this 
type of environment, you can become accustomed 
to living in a tent. Since campers go into the woods 
to be out of doors, to cook, eat, and enjoy activities 
in the open air, tents by themselves are merely an 
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adjunct, handy for shelter or as a source of privacy, 
essential in case of rain, and conveniently portable. 
Solitude need not be endured unless there is a 
deliberate attempt to seek out remote camp sites. 
For the gregarious person a small tent community 
acts as a magnet. Campers as a rule not only are 
gregarious if offered any encouragement but also 
will respect privacy. 

Housekeeping in a camp is simpler than at home, 
provided an effort is made to avoid accumulating 
a lot of gadgets and unessential equipment. If 
sleeping close to the ground in a sleeping bag has 
no appeal, there are aluminum folding cots to be 
had, and air mattresses for sound sleep. 

Many camping doctors have found that the out- 
of-doors life seems to slow down the clock. Life 
is completely unhurried and items hitherto re- 
garded as conveniences are quite unnecessary, espe- 
cially since their only virtue in the first place was 
a slight saving of time in the hustle and bustle 
of city life. 

As for the fear of wild life, it is known that no 
wild animal will deliberately attack a human being. 
The forest is no menace to those who take a little 
time to become acquainted with the many fascinat- 
ing aspects of its quirks and peculiarities. 

As a rule, a beginner in the art of auto camping 
should start off with a week-end camping trip. 
State parks are best for short-term camping. They 
are convenient to reach, are plentiful in number in 
many states, and seldom require more than an hour 
or two of driving. Camping grounds are well 
marked, planned for maximum comfort, and insure 
a proper amount of exclusiveness in combination 
with convenient accessibility to the center of activi- 
ties. After you have chosen a camp ground in a 
public area which offers the potentialities of great- 
est interest to you and your family, the next im- 
portant consideration is the selection of equipment. 
By far the most important item is that of shelter. 

There are many different types of tents, ranging 
from a simple army tent to an elaborate bungalow 
tent. The choice depends largely upon one’s purse 
and the degree of comfort sought. The umbrella 
tent is easy to erect and involves pegging down 
four corners and then lifting it up on its rib frame. 
The cost of a good umbrella tent ranges anywhere 
from $40 to $100, depending on the number of 
persons to be sheltered. The pup tent is a “crawl-in” 
type, oblong, and sloping in an “A” shape from 
center poles at either end to a height of about 4 ft. 
It can be erected in a few minutes, may cost as 
much as $30, and can be purchased at any Army 
goods store. 

Bedding is an equally important item. Sleeping 
bags, lined top and bottom with kapok or wool, are 
very desirable. Fancy arctic bags may prove to be 
too hot for summer; on the other hand, cheap cot- 
ton batting lumps up and lacks warmth for cool 
nights. First-aid kits are always taken along for 


THE LEISURE CORNER 


J.A.M.A., April 5, 1958 


possible emergencies; if the doctor itinerant runs 
true to habit he will invariably take along his entire 
medical bag. In general, the total cost of equipment 
usually required for a traveling camp will range 
anywhere between $150 and $275 for a family of 
four. The weight should average from 200 to 300 Ib. 

If you camp in state parks, the resident custodian 
can offer helpful advice on the scenic spots of the 
area. He will direct you to the best fishing places 
and suggest the most picturesque animal and bird 
sanctuaries. If you decide on forest camping, you 
will find the National Forest Service men ready 
to help you enjoy your visit. No matter how busy 
they may be with the task of conservation and 
supervision of commercial operations, they always 
find time to answer questions patiently or assist in 
an emergency; all of this is done with a genuine 
personal interest and extreme courtesy. Forest 
Service men are a guarantee that a camping trip in 
national forests will prove most enjoyable. 

Auto camping, like any other specialized form ot 
activity, has its code of ethics. Most people who go 
camping have little trouble adjusting to the cir- 
cumstances characterizing outdoor community life. 
It is always wise to select a camp site with due 
regard to the privacy of one’s neighbors. Drive your 
car into the designated parking space and maintain 
the grounds as close to their natural state as possi- 
ble. Remember to preserve the same modesty of 
behavior that is appreciated at home, dress in the 
privacy of your shelter, and wear an adequate 
amount of clothing. 

The “Motorist’s Guide to Public Playgrounds” is 
intended to provide essential information concern- 
ing every public area in which camping is permitted 
and in which camp grounds are accessible by auto- 
mobile. The “Guide” lists all the basic data you will 
need in planning a camping vacation. The follow- 
ing definitions are an example of a key to camping 
facilities: 

Primitive: Facilities either inadequate or non- 
existent. Family camping possible, but not advised. 

Permitted: Lacking one or more of the following 
facilitiestable, fire grate, readily accessible water 
supply—but always equipped with toilets. This 
designation is also applied where picnic grounds 
permit camping but prefer not to encourage it. 

Developed: Scientifically developed for camping 
and providing at least a table, fire grate, toilets, 
and readily accessible water supply. 

Highly developed: Providing laundry and shower 
facilities in addition to basic requirements of a 
developed camp ground. Often includes flush toi- 
lets, electric outlets, cooking shelters, tent plat- 
forms, and food storage facilities. 

If you and your family wish to see America more 
intimately and enjoy all its loveliness with a mini- 
mum of cost, then gather your group, carefully plan 
your equipment, pick your vacation spot, and merri- 
ly take to the highway. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Fever, Infection and Host Resistance in Acute Leu- 
kemia. R. T. Silver, J. P. Utz, E. Frei and N. B. 
McCullough. Am. J. Med. 24:25-39 (Jan.) 1958 
[New York]. 


The authors report on 19 children and 17 adults, 
18 male and 18 female patients, with acute leu- 
kemia. Fever and infection were studied with com- 
prehensive bacterial, fungal, and viral techniques. 
The average period of observation was 72.6 days. 
As a group, these 36 patients were febrile for 1,162 
(44.5%) of the total of 2,614 days of observation. 
Only 2 patients had no febrile episodes during the 
period of observation. Fifty-nine of the recorded 
92 febrile episodes appeared to be related to in- 
fection. Bacterial, viral, or fungal infection could 
not be determined as a cause of fever in the re- 
maining 33 febrile episodes. Age and type of leu- 
kemia did not significantly affect the rate of febrile 
episodes. However, more febrile episodes related 
to proved or presumptive infection occurred in 
adults than in children. Pharyngitis, pyelonephritis, 
and septicemia were the most common clinical 
illnesses associated with the proved infection. Oc- 
casionally, relatively avirulent bacteria were ca- 
pable of causing serious clinical infection. The most 
frequently observed organisms were Escherichia 
coli, Micrococcus pyogenes var. aureus (coagulase 
positive ), and Pseudomonas aeruginosa. Infections 
caused by Ps. aeruginosa were the most difficult 
to treat. 

At the conclusion of the observation period, 14 
of the 36 patients were dead. Ten (71.4%) of these 
died with overwhelming infection. Survival after 
infection was common, in the absence of bacte- 
remia, if intensive and appropriate antimicrobial 
therapy was employed. Most of the febrile epi- 
sodes in the 15 patients with presumptive infec- 
tions were related to pneumonia and other infec- 
tions of the respiratory tract. From the standpoint 
of patient care, it is to be emphasized that the 
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initial absence of a focus of infection on physical 
examination does not rule out infection as a cause 
of fever in acute leukemia. Although the develop- 
ment of an infection in a patient with a fever of 
undetermined origin was not infrequently heralded 
by a qualitative or quantitative change in the tem- 
perature pattern, there was no reliable method for 
excluding the possibility of infection other than 
laboratory studies, particularly blood cultures and 
chest roentgenograms. Of 14 febrile episodes of un- 
determined origin which persisted after 2 weeks 
of antibiotic therapy, 8 eventually terminated in 
serious bacterial infection. Appropriate manage- 
ment for persistent fever of undetermined origin 
requires continual reappraisal to insure that a 
superimposed infection, masked by preceding un- 
explained fever, has been detected. 


The Transbronchial Measurement of Left Atrial 
Pressures in Mitral Stenosis and Insufficiency. M. 
Rubin and S. Shah. Am. Heart J. 55:55-65 (Jan. ) 
1958 [St. Louis]. 


Left atrial pressure tracings were obtained with 
the transbronchoscopic method in a consecutive 
series of 56 patients with mitral valvular disease in 
whom topical anesthesia was produced with a mix- 
ture of 10% cocaine hydrochloride and 2% tetra- 
caine (Pontocaine) hydrochloride solution. The 
procedure proved to be simple and relatively safe. 
There were no serious complications as a result of 
bleeding or infection caused by the needle punc- 
ture of the bronchus and the left atrium. Periph- 
eral embolization occurred in 1 patient. Fatal ven- 
tricular fibrillation occurred in 1 patient after topi- 
cal anesthesia of the tracheobronchial mucosa; the 
death was attributed to a cocaine reaction. 

The atrial pressure tracings were satisfactory in 

2 of the 56 patients. A diagnosis of predominant 
mitral stenosis was made from the tracings in 19 
of the 42 patients, and 14 of the 19 were treated 
surgically. Mitral stenosis, as evidenced by fused 
mitral cusps and a small mitral orifice, was noted 
in 13 of the 14 patients. There were 18 patients 
with left atrial pressure tracings compatible with 
predominant mitral insufficiency; all but 4 of these 
tracings were obtained from patients with atrial 
fibrillation. The clinical findings in these patients 
were those of mitral insufficiency. The left atrial 
pressure tracings thus were found to be clinically 
reliable in distinguishing predominant mitral sten- 
osis from insufficiency. Small degrees of insuffi- 
ciency in patients with predominant mitral stenosis 
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may not be detected by means of atrial pressure 
tracings. In the presence of atrial fibrillation, mitral 
valve incompetency may be augmented as a result 
of the cardiac arrhythmia and this may produce an 
exaggerated insufficiency pattern. 


Pulmonary Sclerosis Due to Tabagism. N. G. Lupu 
and C. Velican. Presse méd. 65:2184-2187 (Dec. 
25) 1957 (In French) [Paris]. 


Guinea pigs were subjected to the inhalation of 
the smoke of half a cigarette within a quarter of 
an hour daily for periods up to 6 months, and rab- 
bits were subjected to the same procedure for 
periods up to 16 months. Microscopic examination 
of the lungs of the animals which were killed at 
various intervals during the periods of tobacco in- 
halation revealed a progressive process of pulmo- 
nary sclerosis in all of the animals. The histamine 
level in the lungs of the animals increased from 30 
meg. per 1 Gm. of lung tissue in the normal animal 
to 104.48 mcg. after 90 inhalations. These findings 
suggested that pulmonary sclerosis caused by the 
inhalation of excessive tobacco smoke is in reality 
a histamine sclerosis. In an attempt to elucidate 
this problem, the animals were given an injection 
of 0.001 Gm. of promethazine (Phenergan), an 
antihistamine agent, 30 minutes before each to- 
bacco inhalation. This procedure resulted in a sub- 
normal level of 19.20 mcg. of histamine per 1 Gm. 
of lung tissue after 90 inhalations and prevented 
or notably delayed the development of sclerotic 
changes in the lung. 

Radiologic, spirometric, hematological, and _bio- 
chemical examinations which were performed on 
20,000 hospitalized patients with various diseases 
revealed the presence of pulmonary sclerosis in 
9.5% of these patients, independently of whether 
they were heavy smokers. Pulmonary sclerosis, 
however, was observed in 57% of the heavy smok- 
ers. Pulmonary sclerosis caused by excessive to- 
bacco smoking should be classified among the non- 
occupational pneumoconioses, which include all 
types of pulmonary fibrosis produced by the sclerog- 
enous action of smoke and dust outside of an 
industrial environment. 


Spontaneous Remission in Pernicious Anemia: Re- 
port of a Case. K. R. Tanaka and G. O. Clifford. 
New England J. Med. 258:7-12 (Jan. 2) 1958 
[ Boston]. 


Investigation of the record of a 48-year-old 
woman who, in October, 1956, was admitted to a 
Detroit hospital because of progressive increase 
in the size of her abdomen and swelling of her 
lower extremities revealed that in 1947 she had 
been treated for Addison’s pernicious anemia. The 
diagnosis of pernicious anemia seemed warranted 
by the finding of pancytopenia with macrocytic 
anemia, a megaloblastic bone marrow, gastric 
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achlorhydria, and a characteristic and complete re- 
sponse to refined liver extract. It is unfortunate 
that intrinsic-factor activity was not assayed in 
1947. In the absence of such tests it must be ac- 
knowledged that certain other causes of megalo- 
blastic anemia must be considered, but the author 
shows that these could be ruled out. In 1956, 9 
years after the demonstration of pernicious anemia, 
repeated measurement of the intrinsic-factor ac- 
tivity by the Schilling test revealed adequate 
amounts of this substance. It is suggested that 
intrinsic-factor activity, though absent for a long 
time in some persons, may not necessarily be per- 
manently absent. The authors believe that, in any 
large group of patients with Addison’s pernicious 
anemia receiving lifelong therapy, an occasional 
patient similar to the one presented may spon- 
taneously regain intrinsic-factor activity so that 
therapy is no longer necessary. A long-term survey 
is now in progress to determine this possibility. 


Systemic Scleroderma with Portal Hypertension. 
R. J. Calvert, B. Barling, M. Sopher and M. Feiwel. 
Brit. M. J. 2:22-25 (Jan. 4) 1958 [London]. 


The authors report 2 cases of systemic sclero- 
derma associated with hepatic fibrosis, one in a 
31-year-old woman and one in a 53-year-old wom- 
an. The salient feature in both patients was portal 
hypertension resulting in esophageal varices which 
led to recurrent hematemesis, an aspect apparently 
not previously described. The younger patient sur- 
vived a palliative subcardiac portoazygos discon- 
nection by gastric transection combined with 
splenectomy and was well 5 years later with no 
subsequent hematemesis. The second patient, 
whose illness was further complicated by a com- 
bination of sclerodermatous hemorrhagic colitis 
and steatorrhea, was treated conservatively for re- 
current hematemesis and melena. After prolonged 
invalidism, she died in coma as a result of hemor- 
rhage from an esophageal varix 20 months after 
her first episode of hematemesis. 

The hepatic fibrosis observed at operation in 
the first patient defies ready explanation, since 
there was no evidence of malnutrition, previous 
hepatic or biliary disease, generalized passive 
venous congestion, small intestinal defect, or ul- 
cerative colitis. Though not subject to proof, it may 
have been a direct manifestation of the viscero- 
sclerodermatous process. Microscopic examination 
of the operative splenic specimen in the first pa- 
tient and examination of the spleen of the second 
patient at autopsy revealed congestive spleno- 
megaly. Hepatosplenomegaly associated with sclero- 
derma has been reported by other workers. Oc- 
casional hepatic fibrosis is a recognized sequel of 
congestive hepatomegaly from cardiac and _ pul- 
monary scleroderma and might also be expected 
to occur in some patients with sclerodermatous 
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hemorrhagic colitis, especially if there is concomi- 


tant steatorrhea, as occurred in the second patient. . 


It is, however, admitted that the hepatic fibrosis 
and its complications in both patients might have 
been independent of the scleromatous process. The 
possibility of the presence of esophageal varices, 
as observed in these patients, should be enter- 
tained in the course of the standard radiologic 
studies of visceral scleroderma. 


Boeck’s Sarcoid in Two Brothers. H. Waagg. Nord. 
med. 58:1494-1495 (Oct. 3) 1957 (In Norwegian ) 
[Stockholm]. 


Boeck’s sarcoid appeared at the same time in 2 
brothers, aged 43 and 37 years, who lived near 
each other. The author suggests that, since Boeck’s 
sarcoid may occur without any symptoms, a more 
systematic search among the relatives of patients 
with the disease may reveal a greater frequency 
of Boeck’s sarcoid than hitherto known. 


Oral Treatment of Diabetes: Primary and Late 
Results in Material of 200 Cases. A. Edlén, L. Her- 
mansson and §. Strandquist. Nord. med. 1659-1662 
(Oct. 31) 1957 (In Swedish) [Stockholm]. 


Of 200 patients orally treated for diabetes to- 
gether with a restricted carbohydrate diet, 120 
had previously been treated with insulin. Carbuta- 
mide (BZ-55) was given in 160 cases and D-860 
in 40; no special difference in result was noted. 
The average age of the men was 62 and of the 
women, 65. One hundred sixty patients were ob- 
served for 6 to 14 months, and of the rest only 5 
were observed for less than 2 months. Only 38 
had had diabetes for less than 1 year. In 58 of the 
77 men and in 97 of the 123 women the primary 
reaction to orally administered treatment was fa- 
vorable. The shorter the duration of the diabetes, 
the better the primary result, but a good result is 
not excluded even in patients with diabetes of 
long standing. Previous insulin treatment does not 
exclude a good result of orally given treatment, 
but the absence of insulin treatment substantially 
improves the possibilities. An insulin requirement 
of a dose of more than 40 international units is 
considered prognostically unfavorable in judging 
the possibility of successful tablet treatment. Com- 
plications of treatment were observed in 13 cases. 
Hypoglycemic symptoms, seen in 8 patients, dis- 
appeared on decreased tablet dosage. After a short- 
er or longer time some patients responded increas- 
ingly less well to the orally given treatment. No 
external cause for the lessened effect could be 
found. In nearly all of these patients increased 
dosage, change of preparations, and stricter diet 
were without avail. After orally given treatment 
for 2 to 12 months, it had to be replaced with 
insulin therapy in 28 patients, of whom 23 had 
had insulin treatment previously. 
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Malignant Lymphoma of the Thyroid. J. W. Welch, 
V. E. Chesky and C. A. Hellwig. Surg. Gynec. & 
Obst. 106:70-76 (Jan.) 1958 [Chicago]. 


The material for this study was obtained from 
215 cases of malignant neoplasms of the thyroid 
removed surgically and examined microscopically 
at the Hertzler Clinic in the 15-year period be- 
tween 1940 and 1955. Four of these cases proved 
to be sarcoma originating in the thyroid gland, an 
incidence of 1.8%. The 5th case presented all the 
clinical features and followed a typical clinical 
course of thyroid lymphoma but proved to be a 
nodular goiter with leukemic infiltration of the 
thyroid. Four of the 5 patients were operated on, 
and in the 5th patient a specimen was obtained 
at autopsy. All except the 2 most recent patients 
died within the 5-month period after surgery and 
irradiation treatment. The last 2 patients received 
roentgen therapy after surgery with dramatic re- 
lief and are at present clinically well. The authors 
also review data on 76 cases collected from the 
literature of the past 30 years. The signs and 
symptoms of this disease have been constant 
enough to present a syndrome. The patients were 
predominantly elderly women (average age 60 
years) who developed rapid enlargement of the 
neck, with or without preexisting goiter, accom- 
panied by a tight feeling in the neck with dyspnea, 
dysphagia, weakness, weight loss, and often hoarse- 
ness. After thyroidectomy and x-ray therapy, the 
patients experienced marked relief of symptoms 
and became clinically well for a brief period, but 
then the disease followed a rapidly fatal course 
within 4 to 6 months. The authors call attention 
to the difficulty of distinguishing thyroid sarcoma. 

Such features as a diffuse, single-cell infiltration 
versus a sheet-like cell arrangement, absence or 
presence of reticulum, and the occurrence of or 
lack of intimal infiltration aid the pathologist in 
distinguishing round-cell carcinoma and lympho- 
sarcoma, but ultimately it becomes a matter of 
judgment and experience in pathological interpre- 
tation. The decision as to whether a thyroid is in- 
vaded by lymphoma primarily or secondarily is 
again a matter of judgment based on clinical his- 
tory and gross pathology, as well as on the micro- 
scopic findings. There are no clear-cut, infallible 
criteria for classification of these tumors. Distin- 
guishing struma lymphomatosa from lymphosar- 
coma is no problem for the trained microscopist, 
but the question of whether the lymphosarcoma 
originates in the struma lymphomatosa is again 
controversial. The coexistence of lymphosarcoma 
and struma lymphomatosa is not infrequently men- 
tioned in the literature; there were 2 such cases in 
this series. It is believed that primary thyroid 
lymphoma arises from preexisting lymphoid tissue 
present in the gland as a result of inflammation. 
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Secondary Haemorrhage Complicating Gastrec- 
tomy. J. Littler. Brit. J. Surg. 45:277-280 (Nov. ) 
1957 [Bristol]. 


The development of ulceration in the region of 
the stoma after gastrectomy of the Polya type has 
been performed may be surprisingly early and may 
produce bleeding before the patient leaves the 
hospital. In the 3 patients described, repeated se- 
rious episodes of bleeding, occurring 10-20 days 
after partial gastrectomy was done, were preceded 
by a well-defined chain of symptoms and signs. 
The bleeding in these patients probably was a 
secondary hemorrhage. A possible explanation of 
its cause lies in the development of sepsis in and 
around the gastrojejunostomy suture line, with the 
production of submucous abscesses and consequent 
erosion of thrombus and of blood-vessel walls in 
the vicinity by proteolytic ferments. In 1 of the 3 
patients it was likely that a perigastric abscess 
developed, and this may have played a major part 
in the causation of the bleeding. These patients 
were repeatedly placed in jeopardy by profuse 
hemorrhages and were only saved by energetic 
treatment. In none of these patients was explora- 
tion of the abdomen undertaken during the bleed- 
ing phase, though it was seriously considered in 2. 
These patients could not have derived any benefit 
from an operation, since the surgeon would have 
been obliged to take down a recently fashioned 
anastomosis and would probably have been faced 
with a gross degree of sepsis in the submucous 
coats of the stomach or jejunum or both in a pa- 
tient in a poor condition. The only chance of sur- 
vival for these patients seems to be careful watch- 
ing, particularly of temperature and systolic blood 
pressure. It is important to realize that serious 
bleeding may occur and yet not appear as a hemat- 
emesis in these cases. 

The use of broad-spectrum antibiotics and sul- 
fonamides is necessary because the nature of the 
infecting organism is not known. Antibiotics and 
sulfonamides were not given as early as they might 
have been because the gravity of the situation was 
not realized until] serious hemorrhages had oc- 
curred. These patients are best treated with an 
indwelling Ryle’s tube. The stomach contents 
should be aspirated every hour, since the appear- 
ance of fresh blood in the syringe will often be 
the first warning of another massive hemorrhage, 
and resuscitative measures can be taken at once. 
A small, measured quantity of water can be given 
orally each hour, but the vain fluid intake must 
be by the intravenous route. Morphine should be 
prescribed liberally to allay the acute anxiety en- 
gendered in the mind of the patient by repeated 
episodes of serious bleeding. Large quantities of 
compatible blood must be available. Two of the 
patients reported on received 20 pints of blood 
during the bleeding phase. The prognosis is good 
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if the patient can be kept alive by the use of 
chemotherapy, antibiotics, and transfusions when 
necessary until the infection has been overcome. 
The 3 patients made satisfactory progress and re- 
mained free from further complications. 


Experiences with Arterial Grafting for Major Ar- 
terial Occlusive Disease. H. R. Butcher Jr. and 
J. R. Robinson. Am. J. Surg. 95:25-30 (Jan.) 1958 
[ New York]. 


The authors performed arterial reconstitutions in 
45 men and 15 women between 31 and 80 years of 
age. Twenty-six of the 60 patients had aortic bifur- 
cation homografts implanted, and 34 had femoral 
artery grafts. Nineteen of the 26 patients had 
symptomatic arteriosclerotic occlusion, 6 had ab- 
dominal aneurysm, and 1 had an unrecognized 
dissecting aneurysm. Five of the 26 patients died 
postoperatively, 4 had late thrombosis of the 
grafted vessel, and 2 died of vascular disease in 
the course of follow-up. The remaining 15 of the 
26 patients were alive with open grafts, but only 
12 of these were significantly benefited from their 
operations. 

The group of 34 patients underwent grafting 
operations for correction of blood-flow deficiencies 
associated with occlusions of the iliofemoral arterial 
system below the bifurcation of the common iliac 
and above the distal popliteal arteries. Nineteen of 
the 34 patients had femoral artery homografts im- 
planted; postoperative thrombosis of the graft oc- 
curred in 7, 5 had serious later complications, and 
7 had patent, fuctioning grafts. Equine carotid 
arterial heterografts treated by controlled peptic 
proteolysis were used in the remaining 16 patients 
of this group; postoperative thrombosis of the graft 
and early graft failures occurred in 7 patients, and 
late complications, such as graft failures, throm- 
bosis of graft, and formation of aneurysm in the 
graft, occurred in the other 9 patients. The use of 
this type of graft in man is contraindicated. 


Surgical Management of Chronic Ulcerative Coli- 
tis. W. S. Carpenter and P. J. Connolly. A. M. A. 
Arch. Surg. 76:13-19 (Jan.) 1958 [Chicago]. 


Although medical treatment, in some patients 
combined with psychotherapy, has been effective 
in controlling chronic ulcerative colitis in 50% to 
80% of patients, in others some form of surgery 
has been necessary to eradicate the disease. Dur- 
ing the past 7 years the authors treated surgically 
33 such patients. In the fulminating form of co- 
litis, the procedure of choice is colectomy to the 
low sigmoid with ileostomy. In elective cases 
with diffuse disease, the one-stage proctocolectomy 
is preferred. In segmental disease a less extensive 
procedure may suffice. Three of the 33 patients 
are now dead. One was a man who had abdominal 
carcinomatosis when first seen. The second, seen 
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post partum, was a 21-year-old woman who had 
a fulminating attack when an ileostomy was per- 
formed. Thrombosis of the aorta developed 11 
days after operation. The third was a 22-year-old 
woman who had been in the fulminating toxic 
phase, with a temperature reaching as high as 
105 F (40.5 C), for 2 months and who had been 
treated with corticotropin and cortisone for 4 weeks 
before operation. Among the 30 patients who were 
subjected to colectomy, there was | death. 

One or more complications directly related to 
the surgical intervention occurred in 11 patients. 
The major problem was stenosis of the ileostomy, 
both early and late. Despite all precautions, the 
incidence of stenosis was high. Only 17 of 28 pa- 
tients surviving the ileostomy had no trouble with 
the ileostomy. In 1 patient multiple furuncles de- 
veloped about the site of ileostomy several months 
after operation. The other 10 patients had stenosis 
requiring revision. Seven patients had a single 
revision, but the other 3 had up to 6 revisions. In 
spite of the ileostomy problems, however, the end- 
results of total colectomy for ulcerative colitis were 
gratifying. Physical improvement was demon- 
strated by gain in weight in nearly all of the pa- 
tients. The results from the social standpoint were 
as good. All survivors, except one with a mental 
disease, returned to normal physical activities, 
which included bowling, golf, dancing, swimming, 
horseback riding, and water skiing. The economic 


improvement is demonstrated by the fact that 
nearly all patients returned to the same occupa- 
tion as before surgery. The improvement in the 
mental symptoms was remarkable in many patients. 


The Results of Treatment of Slipped Femoral 
Epiphysis. J}. E. Hall. J. Bone & Joint Surg. 39-B: 
659-673 (Nov.) 1957 [London]. 


In 1950, a subcommittee of the British Ortho- 
paedic Association was formed for the study of 
slipped femoral epiphysis. Drawn from many cen- 
ters, the material is heterogeneous and represents 
a random sample of the results in the United King- 
dom in recent years. In 35 of the 138 patients re- 
viewed both hips were involved, a total of 173 
hips. In 82.8% of the patients, more than 4 years 
had elapsed since the beginning of the treatment. 
Shepherd’s method of assessing the results of 
arthroplasty operations was adapted. Satisfactory 
results were found in 77.9% of all patients. The 
value of straight longitudinal] traction is questioned. 
Medial rotation appears to be an essential step in 
the reduction of the deformity. Manipulation was 
found to be a relatively safe and effective method 
of reducing the deformity in patients seen soon 
after an acute episode and should be reserved for 
them. Complications were common after nailing 
operations and included subtrochanteric fracture in 
3 cases. 
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Smith-Petersen nails or other large trifin nails 
were used on 84 occasions, 36 times after cervical 
osteotomy and 48 times either as primary treatment 
or after a period of traction or a manipulation. The 
results were generally satisfactory, but complica- 
tions were found in a surprisingly large number of 
patients. In the cases of nailing without any direct 
attack on the femoral neck, there were 5 examples 
of avascular necrosis. In each of these cases some 
other factor must share responsibility with the 
Smith-Petersen nail. It may be that the added 
trauma of driving a large nail into the femoral head 
may be enough to abolish completely an already 
precarious blood supply. Moore’s pins or other 
slender multiple pins were as effective as Smith- 
Petersen nails in preventing slipping or maintaining 
reduction, and their use was seldom followed by 
complications. They were employed 20 times with 
no complication except erosion of 2 pins. However, 
the patients treated with Moore’s pins were under 
observation for an average of only 21.6 months, 
compared with 67.7 months for those treated with 
Smith-Petersen nails. It may be that avascular 
necrosis will eventually be evident in some of these 
patients, 8 of whom had had successful manipula- 
tions. Avascular necrosis was the commonest cause 
of a poor result. It was found in 37% of cases in 
which a manipulation was followed by a nailing 
operation and in 16 of 42 patients subjected to 
cervical osteotomy. 


Clinical Experiences with Pheochromocytoma. 
E. M. Lance, W. B. Cate Jr.. G. W. Liddle and 
H. W. Scott Jr. Surg. Gynec. & Obst. 106:25-37 
(Jan.) 1958 [Chicago]. 


Twelve instances of pheochromocytoma have 
been recorded in the past 4 years at the hospitals 
of Vanderbilt University in Nashville, Tenn. The 
incidence has been variously determined at 0.4 to 
2% of all hypertensive patients, but some investiga- 
tors believe the actual incidence to be higher. 
These patients have potentially curable hyper- 
tension, and failure to recognize and treat their 
disease is lamentable. This report is concerned with 
9 of the 12 patients. A higher index of suspicion, 
with a more efficient use of diagnostic aids, is 
necessary if the cure rate of this group of potential- 
ly curable hypertensive patients is to be raised. 
The manifestations are paroxysmal in nature, but 
this may be expected in only slightly more than 
50% of the patients. Hypermetabolism is usually, 
but not necessarily, clinically apparent. Indirect 
pharmacological tests aimed at altering the effects 
of the circulating vasopressor substances produced 
by the tumor have been the principal methods of 
confirming the clinical diagnosis since 1945. Estima- 
tion of urinary catechol amines should supplement 
and may eventually supersede the indirect tests in 
confirming the clinica] diagnosis, since the direct 
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method is safe and is potentially more accurate. 
Pheochromocytoma is a treacherous tumor. In un- 
treated patients death usually results from cerebral 
hemorrhage, myocardial infarction, or pulmonary 
edema. Surgical treatment should not be delayed. 

There have been no deaths in the present series 
when definitive surgery for preoperatively recog- 
nized pheochromocytoma has been carried out. The 
authors believe that the reported operative mortal- 
ity rate of 15 to 20% will be lowered in the future. 
Reports indicate a 50% mortality rate in patients 
who harbor a pheochromocytoma and are subjected 
to unrelated major surgical procedures. The surgi- 
cal treatment of pheochromocytoma should, there- 
fore, take precedence over the treatment of other 
coexisting conditions except in emergencies. Anes- 
thesia must permit rapid induction, adequate oxy- 
genation, and relaxation with minimal vasomotor 
alterations. These aims can be accomplished by 
sodium pentothal induction with nitrous oxide, 
ether, and oxygen maintenance. The surgical ap- 
proach providing best exposure of the tumor is 
a thoracoabdominal one. When the location of the 
tumor is not known with certainty, an_ initial 
abdominal incision should be planned so as to per- 
mit its conversion into a thoracoabdominal exposure 
after the tumor has been localized and the search 
for multiple foci of tumor formation completed. 
Gentle handling of the tumor during its removal 
and the availability and intelligent use of blood 
pressure regulating drugs are essential. 


Treatment of Fractures of the Os Calcis. M. H. 
Leonard. A. M. A. Arch. Surg. 75:990-997 (Dec.) 
1957 [Chicago]. 


Thorough roentgenography is essential in frac- 


tures of the heel bone (os calcis). An anteroposterior 


view of the ankle will demonstrate the possible 
piling up of bone of the os calcis under the fibular 
malleolus. Other exposures are a lateral view of 
the ankle and foot, an anteroposterior view of the 
foot to demonstrate possible involvement of the 
calcaneocuboid joint, and an axial view of the heel. 
The axial view presents the greatest difficulty in 
that the central ray must pass tangentially through 
the subastragalar joint. This can be done either 
with the patient standing and the central ray pass- 
ing from the back of the heel toward the sole or 
with the patient recumbent and the central ray 
passing from the sole to the back of the heel. Mild 
fragmentation of the tuber of the os calcis without 
joint involvement can be treated by brief plaster 
immobilization. The usual routine with patients 
who do not require operative intervention is to im- 
mobilize the foot and ankle in a short-leg cast for 
3 to 6 weeks, followed by non-weight-bearing, 
mobilizing activities and then free weight-bearing 
in a shoe which is appropriately padded. Fractures 
which involve the posterior subastragalar joint with 
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minimal displacement are also treated in that man- 
ner. Fractures with severe involvement of the 
posterior subastragalar joint cause prolonged dis- 
ability. Three common methods for this fracture 
are early mobilization, the method of Boehler (or a 
variation thereof), and early arthrodesis. These 
methods, even without triple arthrodesis, eventual- 
ly result in a satisfactory foot. However, union re- 
quires about 18 months, and until it occurs the pa- 
tient has great disability. The foot frequently re- 
mains deformed, with no arch and a broadened heel. 
Open reduction of certain fractures of the os 
calcis can shorten the disability and may result in 
a foot almost normal in both function and appear- 
ance. The author has obtained best results with 
modification of Palmar’s technique of open reduc- 
tion. He places a Kirschner wire through the tuber 
of the os calcis. The incision is of a short Kocher 
type. Further dissection reveals the peroneal ten- 
dons, which are reflected with their sheaths an- 
teriorly. Due respect must be paid to the sural 
nerve, which runs almost in a line of the incision 
and which is carefully retracted. It is necessary to 
cut the calcaneofibular and anterior talofibular 
ligaments to obtain ingress to the posterior sub- 
astragalar joint. The usual finding here is that the 
facet of the posterior subastragalar joint is in 2 
pieces and that the lateral piece is depressed. An 
elevator is placed through the aperture made by 
the buckling of the lateral wall of the os calcis 
under the depressed portion, while traction is being 
maintained on the heel via the Kirschner wire. The 
depressed portion of the posterior facet of the os 
calcis is elevated, and position is maintained by a 
bone graft placed in the resulting defect. If the 
articular surface itself is comminuted, elevation of 
the fragments permits earlier fibrous fusion and 
shorter disability. A long-leg plaster cast, with the 
knee at 45 degrees to relax the gastrocnemius mus- 
cle, is applied. After 6 weeks it is cut down into a 
short-leg cast so that the patient may start knee mo- 
tion. The patient wears this short-leg cast an addi- 
tional 6 weeks. Weight-bearing is not permitted until 
the graft has revascularized sufficiently, as indicated 
by homogeneity of the trabecular pattern on roent- 
genologic examination. Triple arthrodesis has proved 
unnecessary with this form of treatment. 


Bilateral Pheochromocytoma. RK. H. Flandreau and 
A. S. Glushien. A. M. A. Arch. Surg. 76:62-66 (Jan.) 
1958 [Chicago]. 


The authors describe observations on a 37-year- 
old man who was believed to have a chronic 
glomerulonephritis with secondary hypertension 
and was treated with the Kempner rice diet and 
reserpine. After 3 weeks, postprandial epigastric 
pain and melena developed. A clinical and roent- 
genographic diagnosis of duodenal ulcer was made, 
and, because of persistent hemorrhage, laparotomy 
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was considered. The record immediately prior to 
the operation disclosed findings suggestive of 
pheochromocytoma, namely, repeated episodes of 
profuse perspiration, unexplained low-grade fever, 
hyperglycemia, glycosuria, and variation of blood 
pressure between 140 and 260 mm. Hg systolic and 
90 and 150 mm. Hg diastolic. Examination revealed 
both postural hypotension and postural tachycardia. 
Bilateral adrenal pheochromocytomas were found 
at operation and excised. Both adrenals were so ex- 
tensively involved by tumor as to require removal 
in toto, leaving no apparent adrenal tissue. The 
blood pressure fell slightly during the initial (right ) 
adrenalectomy but dropped precipitously with the 
interruption of the left adrenal vein. Restoration of 
normotensive levels was temporarily effected by the 
intravenous administration of levartereno] (Levo- 
phed ) bitartrate, Phenylephrine (Neo-Synephrine ) 
hydrochloride, and hydrocortisone. An acute peptic 
ulcer of the posterior duodenal wall was oversewn. 

Despite the administration of hydrocortisone, 
adrenal cortical extract, desoxycorticosterone ace- 
tate, and vasopressor agents in customary doses, 
the blood pressure was not maintained at satis- 
factory levels. The concentration of levarterenol 
and phenylephrine was gradually increased until 
the patient was receiving these drugs undiluted. 
During the first 24 hours the patient received 212 
mg. of levartereno] base, 2,100 mg. of phenyleph- 
rine hydrochloride, and approximately 140 cc. of 
epinephrine hydrochloride. The blood pressure was 
maintained at approximately 100/80 mm. Hg. The 
use of steroids and vasopressor agents in large 
doses was continued. The patient has been followed 
for 1 year since operation. The blood pressure has 
averaged 155/110 mm. Hg. The hemorrhages in the 
ocular fundi have disappeared, but a few old 
exudates remain. Visual acuity has improved to the 
extent that the patient can read small type. There 
has been a 60 Ib. (27 kg.) weight gain. The pa- 
tient has experienced mild headaches occasionally 
but not excessive perspiration. The abdominal com- 
plaints and melena have not recurred. Neither pos- 
tural tachycardia nor postural hypotension is pres- 
ent. This case is believed to be the 4th instance of 
the successful removal of bilateral pheochromocy- 
tomas in a single operation. 


Osteitis Pubis After Inguinal Herniorrhaphy. D. Le 
Vay and J. B. Borman. Lancet 2:1252-1255 (Dec. 
21) 1957 [London]. 


Osteitis pubis has been generally regarded as an 
orthopedic complication of lower abdominal sur- 
gery and is usually the sequel, after an interval of 
some weeks or months, to operations on the pros- 
tate. It has been variously attributed to the effects 
of local trauma to this part of the pelvic girdle, to 
infection, and to disturbance of the local circula- 
tion. So far as the authors were able to ascertain, 
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osteitis pubis has not previously been reported as 
a complication of herniorrhaphy. They present his- 
tories of 3 men, ranging in age from 32 to 49 years, 
in whom osteitis pubis complicated recovery from 
inguinal herniorrhaphy. The disease appeared 
within a week or two of operation and was of rela- 
tively benign type, without suppuration. The pa- 
tients had completely recovered after 5 months. 
In the 2 patients in whom it was tried, oral treat- 
ment with cortisone was without effect on the rate 
of recovery. Only a combination of traumatic, 
vascular, and infective factors appears fully to ex- 
plain the onset of this disease. 


Bacteriologic and Clinical Experiences and the 
Methods of Control of Hospital Infections Due to 
Antibiotic Resistant Staphylococci. H. T. Caswell, 
K. M. Schreck, W. E. Burnett, E. R. Carrington 
and others. Surg. Gynec. & Obst. 106:1-10 ( Jan.) 
1958 [Chicago]. 


The antibiotic-resistant Micrococcus (Staphylo- 
coccus ) pyogenes var. aureus has been found to 
be the source of infections in surgical wounds, as 
cutaneous infections in nurseries for the newborn, 
as breast abscesses in nursing mothers, in the respir- 
atory tract as staphylococcic pneumonia, in severe 
types of enteritis in patients after surgical opera- 
tions, and in cutaneous infections involving hospi- 
talized patients not operated on and hospital per- 
sonnel. The authors report on studies of 1 year of 
micrococcic infections in hospitalized patients. 
Specimens from patients were routinely inoculated 
onto the surface of 2 blood agar plates (2% 
trypticase soy with 8% defibrinated horse blood ). 
Both plates were incubated overnight at 37 C, 1 
plate aerobically and the other anaerobically. Nasal 
specimens from the hospital personnel were ob- 
tained with sterile, cotton-tipped swabs moistened 
in sterile saline solution. Nasal specimens from pa- 
tients before operation were obtained just before 
anesthesia was induced. Cultures were prepared 
also from numerous hospital articles, such as blan- 
kets, linens, soaps, lubricating jellies, surgical in- 
struments, suture materials, bone wax, irrigating 
fluid, anesthesia masks, airways, and intubation 
tubes. Occasional spot-check cultures were made 
from surgeons’ hands before and after scrubbing 
and after various periods of operating. 

Bacteriophage typing of these organisms revealed 
that 69% of hospital micrococcic infections were of 
bacteriophage type 42B/52/81. This figure com- 
pares with a 16% incidence of this bacteriophage 
type organism in patients admitted with micrococ- 
cic infection. Only 4.1% of 265 nasal carriers of 
coagulase positive micrococci among hospital per- 
sonnel were infested with organisms of this bac- 
teriophage type. Thus, nasal carriers of micrococci 
among hospital personnel played an insignificant 
role in the transmission of the organism. Efforts of 
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control of hospital infections with M. aureus must 
include measures directed with equal vigor toward 
both airborne and direct contact routes of trans- 
mission. 

Novobiocin and chloramphenicol are the only 
2 systemically administered antibiotics studied by 
the authors to which these organisms are highly 
susceptible. Micrococci resistant to both of these 
antibiotics can and are developing as they have 
developed after the use of the older antibiotics. The 
use of novobiocin and chloramphenicol and newly 
introduced antibiotic agents to which micrococci 
are susceptible should be limited to those patients 
whose organisms are not susceptible to any other 
antibiotic or chemotherapeutic agent and whose 
infection cannot be controlled by other means, 
such as adequate surgical drainage. Infections with 
these antibiotic-resistant organisms do not consti- 
tute a temporary epidemic but represent a problem 
which must be faced for an indefinite period in our 
antibiotic-saturated hospital society. Infected hos- 
pital personnel play a dominant role in the trans- 
mission of these organisms. The role of the healthy 
nasal carrier is equivocal. Control of these hospital 
micrococci cannot be attained by the discovery of 
additional antibiotics, because resistance to these 
new agents will probably develop as it has to the 
ones previously employed. Control must be pre- 
dicated on a return to strict sterile techniques com- 
bined with intelligent limitation of the use of anti- 
biotic agents. 


Behavior of Skin Switch Homografts Between Par- 
ents and Infants. L. A. Peer, W. G. Bernhard, J. C. 
Walker and others. Plast. & Peconstruct. Surg. 
20:273-280 (Oct.) 1957 [Baltimore]. 


Although it has been assumed that the tissues of 
the young infant behave differently from those of 
the embryo, it seemed possible that this change 
might not be a sudden one and that the injection 
of whole blood from a parent might render the 
infant tolerant to tissues from the same parent. A 
male infant, 3 weeks old, was cross-matched with 
both parents, and 2 cc. of whole blood from the 
mother was injected intramuscularly into the 
child’s buttock. Both mother and child were of 
blood group O, positive Rh factor. Sixty-nine days 
later, during repair of the child’s cleft lip, a full- 
thickness segment of skin was excised from behind 
the right ear. Then a full-thickness skin graft was 
removed from a similar area in the mother and 
transplanted to the child. This graft behaved like 
a successful autograft for 8 months, at which time 
it was removed with some of the surrounding skin 
and examined microscopically. There were normal 
epidermal cells and hair follicles, but the dermis 
of the homograft was densely infiltrated by lym- 
phocytes. The adjacent child’s skin was entirely 
free of this lymphocytic infiltration and contained 
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many more blood vessels. A specimen from this 
same homograft had been removed for biopsy 20 
days after transplantation. The epidermal cells in 
both the 20-day and the 8-month biopsy section 
demonstrated the characteristic sex chromatin 
which is characteristic of female skin. Since the 
transfer was from mother to child, the skin was the 
mother’s rather than replacement skin from the 
male infant. 

Thirteen additional infants have been injected 
intramuscularly with 4 cc. of whole blood from 
parents with compatible blood groups. The age of 
the infants at the time of injection varied from 3 
to 28 days, and the time interval between blood 
injections and skin transplantations ranged from 
40 to 75 days. Full-thickness skin-switch homo- 
grafts were transplanted from parents to infants, 
and vice versa, in 11 cases. In the remaining 2 
cases the transplantation was only from parents to 
infants. Three skin switches were with fathers, 1 
with grandfather, and the remaining 9 between 
mother and child. Long-surviving skin homografts 
occurred only in transfers between mothers and 
boy or girl infants, regardless of whether the in- 
fants had received blood injections from their 
mothers. No long-surviving skin homografts oc- 
curred when skin was interchanged between fa- 
thers and boy or girl infants, regardless of whether 
the infant had received an injection of its father’s 
blood. It seems evident that the mother of a se- 
verely burned child should be used as the skin 
donor instead of the father, other members of the 
family, or friends. Likewise, blood transfusions 
from mother to child seem preferable to those 
from the father or unrelated donors. 

The longer survival of some skin homografts 
from mother to child, rather than from father to 
child, suggests that tolerance between mother and 
child may occur because of intermingling of fetal 
and maternal circulations during pregnancy. The 
early rejection of grafts interchanged between 
mother and child, which occurred in about 70% of 
the cases, may possibly be explained by a more 
complete separation of maternal and fetal circula- 
tions during the pregnancies of these mothers. The 
clinical possibility of artificially producing an ex- 
change of blood elements between fetus and mother 
when the Rh factors are compatible is fascinating. 
Fetal blood elements in large quantities may sen- 
sitize a mother to her child’s skin instead of render- 
ing her tolerant. A series of skin exchanges be- 
tween mothers and older children are being carried 
out to ascertain whether tolerance to the mother’s 
skin may decrease as the child’s age increases. An 
exchange of skin grafts between a mother and her 
12-year-old son resulted in survival of both grafts 
up until the present time (120 days). Children who 
are tolerant to their mothers’ skin may also tolerate 
other tissues from their mothers, and skin exchanges 
may prove to be useful tests to determine this. 


* 
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NEUROLOGY & PSYCHIATRY 


Treatment of Pituitary Adenomas: Surgery Versus 
Radiation. G. Horrax. A. M. A. Arch. Neurol. & 
Psychiat. 79:1-6 (Jan.) 1958 [Chicago]. 


Earlier in the century the only known treatment 
capable of reducing the size of pituitary adenoma 
and, thus, relieving the pressure on the optic nerves 
with the restoration of vision was the operative 
removal of varying amounts of the growth. This 
was accomplished by the transsphenoidal pro- 
cedure, with an immediate operative mortality of 
4 to 5% and a 5-year mortality from recurrence 
of 20 to 32%. Because of the high recurrence 
mortality rate, the intracranial operation, with 
which the 5-year recurrence mortality rate was less 
than 10%, gained favor despite the immediate 
mortality rate of 12 to 14% attendant on this pro- 
cedure. X-ray treatment utilized as a_ surgical 
adjunct resulted in many more patients remaining 
free from recurrence for longer periods than those 
who had not been given such treatment. X-ray 
treatment as sole therapy was disappointing, in 
that not more than 20-25% of patients showed 
adequate improvement or maintained vision at a 
useful level and in not a few instances patients 
finally came to be operated on after a prolonged 
trial of radiation therapy when vision was so great- 
ly reduced that they were not benefited by surgical 
removal of the adenoma. Prior to 1950, when a 
tumor radiation dose did not exceed 2,000-2,500 r, 
58.5% of the patients so treated had to be operated 
on because vision continued to deteriorate. Since 
1950, when a tumor dose of 4,000 r by the rotational 
method with the 2-million volt apparatus was 
given, only 18.4% eventually required operation 
within the 5-year follow-up period. 

Of 54 patients operated on without previous or 
subsequent radiation therapy, 42 survived the 
operation. Thirty-seven of this group have been 
followed up from 1 to 20 years, with an average 
survival of 7.8 years and an average improvement 
period of 6.1 years. Twenty-eight of the 37 have 
lived from 5 to 20 years, and 23 have maintained 
their improvement for these periods. In the group 
with surgery after radiation therapy, 56 of 61 sur- 
vived the operation. All 56 lived for a few months to 
20 years, or an average of 7.1 years, and maintained 
improvement for an average of 6.5 years. Forty-six 
of the 56 lived from 5 to 20 years, 44 maintaining 
improvement for these periods. The group receiving 
radiation therapy after surgery consisted of 25 pa- 
tients. All but 1 have been followed for 1 to 16 
years, and they have lived an average of 8.2 years 
and maintained improvement for an average of 7.2 
years. Twenty-two have lived from 5 to 16 years, 
and 18 have maintained their improvement for the 
same length of time. In the group receiving radia- 
tion therapy only prior to 1950, 89 patients were 
treated for visual loss, of which 56 (62.9%) were 
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operated on subsequently because vision was not 
held at a useful level. In the 1950-1955 period, 66 
patients with visual loss received primary irradia- 
tion therapy with the 2-million volt apparatus by 
the rotational method. Thus far, only 8 (12.1%) 
have had to be operated on. 


Convulsive Seizures Following Administration of 
Chlorpromazine (Thorazine). M. J. Gunter. Ohio 
M. J. 54:51 (Jan.) 1958 [Columbus]. 


Chlorpromazine has been used extensively in 
treatment of epileptic patients. Some workers have 
reported a decreased frequency of seizures, while 
others have reported an increased number of sei- 
zures due to this drug. The author, who has used 
this drug for 4 years in a psychiatric outpatient 
department, observed 2 patients in whom grand 
mal convulsions were ascribed to its use. One oc- 
curred in a patient after a period of administration 
of gradually increasing doses up to a relatively high 
level. The other occurred in an individual who had 
had only occasional, small doses and in whom a 
convulsion occurred after taking only 1 small dose 
of the drug. Neither of these 2 patients had a 
history of epilepsy. 


Intracranial Metastases. T. Dalsgaard-Nielsen and 
B. de F. Olivarius. Nord. med. 58:1573-1776 (Oct. 
17) 1957 (In Danish) [Stockholm]. 


Data are reported on 31 verified cases of cerebral 
metastatic tumors in 16 men and 15 women, aged 
mainly between 40 and 70 years. Intracranial 
metastases should be strongly suspected when a pa- 
tient with or without history of primary tumor 
develops increasing headache and other signs of 
increased intracranial pressure simultaneously with 
psychic symptoms and scattered pareses of cranial 
nerves and/or extremities, particularly when com- 
bined with loss of weight, poor general condition, 
and increased sedimentation reaction. Papilledema 
was seen in only one-third of the patients. The two 
main localizations of the primary tumor were in the 
lung in men and in the breast in women. When the 
primary tumor is latent, diagnosis is difficult. The 
duration of history of cerebral disorder before ad- 
mission varied in these cases from 1 hour to 12 
months; the average duration was 2 months. The 
average length of life from the appearance of the 
symptoms of metastases was 5.1 months for the 
patients with pulmonary cancer and 7.1 months for 
those with cancer of the breast. In 40 to 50% of the 
patients with cerebral metastases, information about 
a primary tumor cannot be expected. Roentgeno- 
graphic examination of lungs and mammae is ad- 
vised. To narrow down the number of patients with 
primary tumors not recognized, prophylactic mass 
examinations will be valuable. The prognosis for 
patients with recognized and treated primary tumor 
is not better, largely because of a recognition too 
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late of the cerebral symptoms as the expression of 
metastases. Only close clinical control, especially 
of the patients treated for tumors with known affin- 
ity for the cerebrum, can lead to diagnosis and 
better possibilities for treatment. 


Neurologic Syndromes of Malignant Tumors: I. 
Neuropathies Associated with Cancer. D. Furtado. 
Arq. pat. 29:173-197 (July) 1957 (In Portuguese ) 
[Palhava, Lisboa]. 


The author observed several hundred patients 
with neurological symptoms due to diffuse malig- 
nant tumors at the Instituto Portugues de Oncologia 
at Lisbon. There is a group of neuropathies with 
accompany of complicate cancer and are of value 
in an early diagnosis of cancer. Sensitive (periph- 
eral) and sensory-motor neuropathies and myo- 
pathic pseudomyasthenia are always associated with 
bronchopulmonary cancer. Funicular myelosis is 
associated with gastric cancer, and cerebellar neu- 
ropathy is associated with cancer in any of the 
various structures. Sensitive (peripheral) neurop- 
athy appears months and even years before the 
symptoms of bronchopulmonary cancer. After ap- 
pearance of the neuropathy, the patient develops 
a chronic bronchitis. The neurological symptoms 
consist of painful paresthesia and burning sensa- 
tions of the legs and appearance of the so-called 
syndrome of burning feet. The neuropathy follows 
a long course, with periods of improvement alter- 
nating with moderate exacerbation. The course of 
the neuropathy is independent of the course of 
cancer and the production of metastases, even if the 
metastases are localized in the central nervous 
system. The clinical diagnosis is verified by roent- 
genographic examination of the chest. Early re- 
moval of the tumor results in a complete recovery, 
with disappearance of the neuropathic symptoms. 
The anatomicopathological features of the neurop- 
athy consist of marked demyelinization of the 
spinal ganglions and moderate demyelinization of 
the roots and of the posterior columns of the spinal 
cord. Sensory-motor neuropathy appears late in the 


course of bronchopulmonary cancer when the latter ° 


cancer is diffuse and in a very advanced stage. It 
is frequently associated with either funicular mye- 
losis of myopatic pseudomyasthenia. Funicular 
myelosis appears early in patients with cancer of 


the stomach. The patients complain of gastric dis- 


orders and show a marked weakness in walking. 
Gastric tests always show marked achylia, which 
seems to be the causal factor of funicular myelosis. 
The clinical diagnosis of cancer of the stomach is 
confirmed by the roentgenographic examination of 
the stomach. Gastrectomy results in disappearance 
of the neuropathy. The anatomicopathological fea- 
tures consist of demyelinization of the myeline 
sheath and neurolytic tumefaction of the axis 
cylinder. Myopatic pseudomyasthenia is a muscular 
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disorder complicating the late stages of broncho- 
pulmonary cancer. The clinical symptoms and the 
anatomicopathological features are those of progres- 
sive muscular dystrophy and myasthenia. Cerebellar 
neuropathy appears as a final complication of can- 
cer of the breast, the lung, the uterus, the ovaries, 
and other structures, with spread of the disease. 
The symptoms and anatomicopathological features 
correspond to those caused by atrophy of the 
cerebellum. Neuropathies that develop in associa- 
tion with cancer are due neither to the cancer nor 
to the metastases. Both carcinogenesis and the 
neuropathies are the result of the action of an un- 
known factor, probably a virus which first gives 
origin to the tumor, travels from it through the 
nerves to reach the central nervous system, and 
gives origin to the neuropathy. 


PEDIATRICS 


Histiocytoma of the Bronchus: Report of a Case in 
a Six-Year-Old Child. T. Bates and O. H. Hull. 
A. M. A. J. Dis. Child. 95:53-56 (Jan.) 1958 
[Chicago]. 


A 6-year-old boy had had pneumonia 3 weeks be- 
fore examination, and he complained of persistent 
cough. The past history was significant in that he 
had had pneumonia at the age of 4 years. Both lung 
fields contained scattered medium moist rales. There 
were no other abnormal physical findings. Fluoro- 
scopic examination showed opacity of the lower 
portion of the right lower lobe. A diagnosis of 
pneumonia, etiology undetermined, was made. He 
was treated with bed rest and chlortetracycline and 
seemed to recover completely. Reexamination by 
fluoroscope showed a narrow area of persistent 
opacity lateral to the right cardiac border. Several 
weeks later the boy had a paroxysm of coughing 
after eating. The cough persisted, and 2 days later 
he had a temperature of 104 F (40 C), red bulging 
tympanic membranes, and dullness at the right lung 
base. Bed rest and chlortetracycline therapy were 
resumed. After 8 days of treatment, with symptoms 
and signs unchanged, roentgenographic examina- 
tion revealed an apparent atelectasis of the right 
middle lobe of the lung, possible atelectasis of the 
anterior segment of the right lower lobe, compensa- 
tory emphysema in the remainder of the right lung 
field, and pleural effusion or thickened pleura at 
the right base. A tuberculin patch test showed no 
reaction. The impression was that an occlusion of 
the right main stem bronchus existed and that this 
was due to either a bronchial tumor or a foreign 
body. 

Bronchoscopy showed a tumor obstructing the 
lower right main bronchus. It was firm and slightly 
lobulated and bled slightly when the largest por- 
tion was removed with a forceps. The preliminary 
report of the pathologist stated that the tumor was 
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“anaplastic and infiltrative.” A subsequent report 
stated, “Bronchus infiltrated by masses of large 
reticuloendothelial cells, suggestive of endothelioma 
or reticuloendotheliosis.”. Bone marrow studies 
showed no reticuloendothelial infiltration. At opera- 
tion no tumor could be palpated in the lung, bron- 
chi, or mediastinum. The right main stem bronchus 
was opened, and a small tumor was seen 1 cm. 
below the carina. Examination of a frozen section 
of tissue from the tumor resulted in a diagnosis of 
“anaplastic squamous cell carcinoma of the lung.” 
A right pneumonectomy was done. The patient 
tolerated the operation well. In later years the boy 
had difficulty with frequent respiratory infections, 
and his physical activities were somewhat limited. 
He died at age 11 after a fulminating pneumonia. 
The tumor was composed of cells which histologi- 
cally were histiocytes. Histiocytes or fixed macro- 
phages are cells found in the loose connective 
tissues of the body that are capable of taking up 
particulate matter and storing foreign substances 
brought to them in colloidal solution. Under the 
stimulus of inflammation new histiocytes develop 
by mitotic division of the preexisting macrophages, 
by direct assumption of phagocytic activity by 
mesenchymal cells, and by hypertrophy and devel- 
opment of lymphocytes and monocytes. On the 
microscopic evidence alone the tumor was identified 
as an histiocytoma. The authors consider this tumor 
to be benign. They found no previous report of a 
histiocytoma of the bronchus in childhood. 


Prevalence of Heart Disease in Relation to Some 
Population Characteristics of Colorado School Chil- 
dren. H. J. Dodge, G. J. Maresh and N. M. Morris. 
Am. J. Pub. Health. 48:62-70 (Jan.) 1958 [Albany, 
N. Y.]. 


This study is concerned with the prevalence of 
heart disease in 10,948 children enrolled in the 6th 
grade of schools in 41 Colorado counties during the 
period 1949-1951. This group included 2,010 
Spanish-American and 8,938 Anglo-American chil- 
dren. Other ethnic groups were too small in num- 
ber for consideration. The over-all or general prev- 
alence ratio for clinically definite heart disease 
was 9.6 per 1,000 children examined. This figure 
was made up of 6.8 cases of rheumatic heart disease 
and 2.8 cases of congenital heart disease per 1,000. 
The most striking finding was the difference in 
heart disease prevalence between the 2 major 
ethnic groups The Spanish-American children had 
a general prevalence ratio of 13.9 cases per 1,000, 
as contrasted with 8.6 for the Anglo-Americans. 
The difference was more conspicuous for rheumatic 
heart disease than for congenital heart disease. 
Spanish females had somewhat more heart disease 
than males, but the reverse was seen in the Anglo- 
American children. It is shown that the prevalence 
of rheumatic and congenital heart disease is greater 
among rural than urban dwellers in Colorado, and, 
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though the data are of less reliability, there is an 
indication that those living in home conditions of 
little crowding have lesser risk of childhood types 
of heart disease. than those who live in crowded 
conditions. It is felt that all of the differences in 
heart disease prevalence demonstrated in this study 
are best explained on the basis of environmental 
factors that are cultural or socioeconomic in nature. 


Preliminary Report on Treatment of Mongoloids. 
C. H. Carter and M. C. Maley. J. Florida M. A. 
44:709-713 (Jan.) 1958 [Jacksonville]. 


This report is concerned with the use of calf 
pituitary extract in the treatment of mongoloid 
children, a form of treatment that was first sug- 
gested by Benda. The initial dose has been 1 grain 
daily, increased at 2-week intervals until tolerance 
of 4 grains is reached. The powder of calf pituitary 
is mixed with milk or food. There has been no 
problem in administration or tolerance. The only 
untoward reaction has been hyperirritability, which 
disappeared when the dose was decreased. Twen- 
ty-six mongoloid children were studied with this 
type of therapy. The majority of these children 
have been under the care of their private physicians 
and have been followed by the authors with spe- 
cial attention to mental and physical development 
over long periods of time. In several of these chil- 
dren treatment was started at 6 weeks of age, and 
in a number of them it was started between the 
ages of 2 and 8 months. 

The observations presented should be interpreted 
only as preliminary impressions and not as com- 
pletely controlled observations. Three patients ap- 
pear to have developed a normal I. Q. range at 
the present time and have lost some of the mongo- 
loid stigmas. In the remaining cases studied the 
results have varied from no real degree of I. Q. 
improvement to significant degree of improvement. 
The authors are not able to explain the results, 
since the majority of endocrinologists are of the 
opinion that orally administered pituitary extract 
is destroyed in the stomach. There is a uniform 
eosinophil response in the differential counts while 
treatment is being administered. This suggests ab- 
sorption of calf pituitary extract. Clinical improve- 
ment observed in this preliminary study warrants 
continuation of this therapy and expansion of re- 
search along these lines. 


Addison’s Disease in Children: Report of Two 
Cases. R. E. Greenberg. J. Pediat. 52:54-65 (Jan. ) 
1958 [St. Louis]. 


The author reports on 2 boys with chronic adre- 
nal insufficiency (Addison’s disease), 1 of whom 
was first seen when 11 years old and the other at 
7 years of age. Reports in the literature show that 
chronic adrenal insufficiency is rare in children. 
This is especially true of cases of primary adrenal 
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atrophy or involution not associated with adrenal 
destruction by disease process or by hemorrhage or 
with specific abnormality in hormone synthesis. In 
the 2 cases reported, the usual clinical and labora- 
tory data had to be supplemented by measure- 
ments of adrenal hormones in urine and blood be- 
fore the diagnosis of Addison’s disease could be 
established. The symptoms and signs of chronic 
adrenocortical insufficiency seldom suffice to certify 
a diagnosis. Similarly, reliance on laboratory meth- 
ods that do not involve actual measurements of 
adrenal hormones in plasma and urine may ob- 
scure an underlying adrenal insufficiency by false- 
negative results. The use of the quantitative de- 
terminations of adrenal response to corticotropin 
(ACTH) stimulation as reflected in urinary ex- 
cretion of 17-ketosteroids and 17-hydroxycorticoid 
levels provides the most accurate laboratory tool 
available for the diagnosis of Addison’s disease. 

In the replacement therapy of Addison's disease, 
it would be advantageous to be able to use agents 
that, with a minimum of expense and deleterious 
side-effects and a maximum of stability, would 
provide orally given replacement therapy in as 
physiologic a manner as possible. Cortisone, hydro- 
cortisone, and their derivatives provide adequate 
glucocorticoid properties but do not supply suffi- 
cient mineralocorticoid properties in the doses re- 
quired for maintenance therapy. Use of supplemental 
salt and desoxycorticosterone (DCA) administered 
parenterally (in the forms of acetate in oil, tri- 
methylacetate, or pellets) has been necessary to 
create adequate mineral homeostasis. Substitution of 
a fluorine atom in the 9-alpha position of the hydro- 
cortisone molecule produces a marked potentiation 
of glucocorticoid effect and an even greater poten- 
tiation of mineralocorticoid effect. The 9-alpha- 
fluorohydrocortisone provides an agent which, when 
used together with cortisone or hydrocortisone, 
promises to allow effective, safe, and relatively in- 
expensive oral therapy for chronic adrenal insuf- 
ficiency. 


Sarcoma Botryoides of the Vagina in Infancy and 
Childhood: A Case Report. A. W. Cavins, W. P. 
Meyn and G. T. Mitchell. J. Indiana M. A. 50:1487- 
1496 (Nov.) 1957 [Indianapolis]. 


The authors present the history of a 6-month-old 
girl who appeared well at birth and for 6 months 
thereafter. Then blood was observed on the diapers. 
Several days later there was a great deal more 
bleeding, with passage of some clots. Examination 
of the vagina, with the patient under anesthesia, 
revealed bleeding. from the upper vagina; in that 
region a few small, grape-like growths were seen. 
Three bits of tissue were obtained with an endo- 
scopic biopsy forceps. The diagnosis was cervical 
or vaginal lesion—a possible sarcoma botryoides. 
The pathologist reported the biopsy as showing 
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“mixed mesodermal tumor (sarcoma botryoides).” 
After a total hysterectomy and a nearly total 
vaginectomy to remove the tumor, the child was 
well at first; then she began to show general dete- 
rioration, with anorexia and evidence of extensive 
recurrence of the sarcoma botryoides. She died 3 
months after the first operation. 

Extensive metastases had developed in this pa- 
tient not only by direct extension in several direc- 
tions but also to, the vertebral lymph nodes, the 
liver, and the lungs. Extensive collateral circulation 
developed from obstruction of the inferior vena 
cava. Growth of this tumor was astonishingly rapid. 
The authors cite investigators who believe that the 
primary site of botryoid sarcoma depends on the 
age of the patient. In infancy and childhood the 
vagina is the place of origin: during the years of 
active reproductive life, the site is the cervix; tumors 
of the fundus occur in the postmenopausal years. 
The authors emphasize that botryoid sarcoma of 
the vagina occurs in infants. Surgery, combined 
surgery and radiation, and radiation alone seem to 
be ineffective. Spread of the tumor is largely 
by direct extension. This tumor is apparently of 
mesenchymal origin. 


OTOLARYNGOLOGY 


Tympanotomy, Mobilization of the Stapes and 
Fenestration. G. A. Hoogland. Nederl. tijdschr. 
geneesk. 101:1865-1869 (Oct. 5) 1957 (In Dutch) 
[Amsterdam]. 


The mobilization of the stapes, as reported by 
Kessel-Miot and rediscovered by Rosen, may pro- 
duce favorable results in patients with ankylosis of 
the stapes (otosclerosis). The indication for this 
operation is more extensive than that for fenestra- 
tion. The principle of the mobilization of the stapes 
consists in the remobilization of the stapes foot- 
plate from the fenestra ovalis to which it has be- 
come attached, while the chain of auditory ossicles 
is preserved. If this is accomplished, the air-conduc- 
tion curve in the audiogram practically coincides 
with the bone conduction curve, a result superior 
to the hearing improvement that can be achieved 
by an ideal fenestration. This proves that stapes 
mobilization is suitable not only for patients with 
otosclerosis who are considered suitable for fenes- 
tration but also (1) for patients in whom otoscle- 
rosis is not sufficiently advanced to justify a fenes- 
tration, and (2) in those patients with otosclerosis 
in whom the function of the middle ear has been 
impaired to such an extent that fenestration cannot 
be expected to produce a satisfactory hearing im- 
provement. 

The diagnosis of otosclerosis may prove extreme- 
ly difficult. In some patients it can only be stated 
that there is “middle-ear hardness of hearing, prob- 
ably resulting from otosclerosis.” The terminal 
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states after recurrent tubal infections and healing 
of otitis media may produce conditions that have 
been summarized as “clinical otosclerosis.” The 
patients with clinical otosclerosis include some in 
whom the motility of the auditory ossicles is re- 
stricted by fibrous strands or by adhesion to the 
fenestra rotunda. While both these conditions are 
amenable to surgery, they do not call for fenestra- 
tion of the horizontal semicircular canal. Since it is 
possible to perform a fenestration after a stapes 
mobilization has been done, the latter intervention 
becomes a preliminary operation. An exploratory 
tympanotomy, with approach through the external 
auditory meatus, allows inspection of the tympanic 
cavity; then several procedures are possible: (1) 
removal of adhesions or tympanoplasty in the pres- 
ence of a true ankylosis of the stapes; (2) mobiliza- 
tion of the stapes; and, if this fails, (3) fenestra- 
tion. 


Endolaryngeal Carcinoma: A Survey of 206 Cases. 
E. H. M. Foxen. J. Laryng. & Otol. 71:787-799 
( Dec.) 1957 [London]. 


The boundaries of the intrinsic larynx are de- 
fined. Lesions above the free border of the ventric- 
ular band are classified with extrinsic carcinoma 
and are not considered in this report, which in- 
cluded the cases of 183 men and 23 women. The 
highest incidence in men was from 61 to 65 years 
and in women from 51 to 55 years. There is evi- 
dence that patients with hoarseness now seek medi- 
cal advice earlier than formerly. The most fre- 
quently affected site is the anterior part of the 
vocal fold. In 166 patients in whom the histology 
could be classified, 79% were shown to have differ- 
entiated lesions and 21% anaplastic; the latter was 
found to occur more frequently among women. In 
65 patients who have since died, the relative fre- 
quency of recurrence in the lymphatic tissue of the 
tracheoesophageal gutter was noted. 

The site of the disease, mobility and histology, 
and their bearing on treatment and prognosis were 
evaluated, Mobility is of supreme importance, and 
lack of mobility generally constitutes an indication 
for surgery in operable cases. Anaplasia is not al- 
ways an indication of over-all malignancy. Telera- 
diotherapy is the treatment of choice for patients 
with mobile glottic lesions. Laryngectomy with 
radical neck dissection is advocated in all operable 
tumors in the subglottic region and in those of the 
supraglottic region or of both sides of the larynx 
when there is reduction of mobility. Glottic lesions 
with reduction of mobility and early supraglottic 
and bilateral lesions with full mobility constitutes 
a more difficult problem in regard to choice of 
treatment. Laryngectomy with radical neck dissec- 
tion is indicated for maximum safety in such cases, 
though this is often sidestepped by the policy of 
radiotherapy first with surgery for recurrence. This 
policy is fraught with danger. 
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THERAPEUTICS 


A New Method for Treating Slow-Healing Wounds. 
A. B. Rosenberg. Postgrad. Med. 23:49-60 (Jan.) 
1958 [Minneapolis]. 


The author reports on 9 patients between 57 and 
83 years of age with pigmentation and stasis ulcers 
of varying size and varying duration up to 20 years 
who were treated as follows. Ten thousand fibrino- 
lytic units of human profibrinolysin (Proactase), 
150 units of hyaluronidase (Diffusin), and 5,000 
units of streptokinase-streptodornase (Varidase) 
were reconstituted in isotonic sodium chloride so- 
lution and applied on wet compresses to the 
affected area. The sole function of the small amount 
of streptokinase used was to transform the inactive 
profibrinolysin into the active enzyme fibrinolysin. 
The compresses were covered with a light bandage 
and were applied daily for from a few days a week 
to several weeks. With a single exception the pa- 
tients were at all times ambulatory and were seen 
at the author's office. No other medications were 
applied during the intervals of treatment. 

The use of activated profibrinolysin with hyalu- 
ronidase resulted in the cure of 8 of the ulcers. 
One patient died from other causes during the 
course of the treatment, but the ulcer for which 
he was treated showed marked improvement de- 
spite excessive edema. The use of activated profi- 
brinolysin did not produce any side-effects, such 
as pain, fever, necrosis, or other sequelae. The 
treatment was less expensive to the patient than 
hospital care, and the patients were free to pursue 
their normal occupations. 

Poor blood circulation and infection of the wound 
area are 2 of the most important factors for the 
delay in wound healing. A poor blood supply due 
to varicosities or thrombosis deprives the area of 
nutrition and presents the formation of healthy 
granulation tissue and epithelization. Infection is 
responsible for the production of the exudate and 
epithelial debris which block the intercellular 
spaces, preventing ingress of oxygen and nutrients. 
Hyaluronidase combined with activated profibrinol- 
ysin, which lyses the fibrinous exudate, aids in 
producing intercellular passage of these necessary 
components. The removal of debris and the in- 
creased permeability promote healing by the pro- 
duction of healthy granulation tissue and epithe- 
lization. 


Anisindione: A New Anticoagulant with Unusual 
Properties. K. Lange, E. Perchuk, M. Mahl and 
others. Am. Heart J. 55:73-79 (Jan.) 1958 [St. 
Louis]. 


Anisindione (2-p-anisyl-1,3-indandione ) an anti- 
coagulant of the indandione type, was given orally 
to 52 patients between 47 and 89 years of age for 
a total of 1,198 patient days. Six of the 52 patients 
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had arteriosclerotic heart disease with auricular 
fibrillation, 2 had rheumatic heart disease with 
auricular fibrillation, 1 had postphlebitic syndrome, 
1 had acute deep thrombophlebitis, 2 had arterio- 
sclerosis obliterans with arterial thrombosis, 24 had 
arteriosclerosis obliterans, 12 had old cerebrovas- 
cular accident, and 4 had varicose ulcers. A dos- 
age scheme was worked out for the initiation of a 
satisfactory reduction in prothrombin activity. This 
schedule consisted of 500 mg. the first day, 300 mg. 
the second day, nothing on the 3rd day, and 300 
mg. on the 4th day. This dosage was used in 23 
patients, and prothrombin activity in all had 
reached therapeutic levels within 36 to 72 hours. 
The therapeutic level was maintained rather uni- 
formly with a maintenance dose of 250 mg. every 
3rd day. The longest maintenance period was 112 
days. 

The individual response to a given dose of the 
drug is usually uniform. The effect of the drug can 
be rapidly interrupted by the use of phytonadione 
(Mephyton ), 50 mg. of which may be given slowly 
intravenously in 10 cc. of isotonic sodium chloride 
solution or 10% dextrose solution. Maintenance 
doses of anisindione retained the anticoagulant ef- 
fect previously established with bishydroxycouma- 
rin (Dicumarol ). Side-reactions to anisindione were 
noticeably absent in these patients. There were 3 
instances of hematuria, 1 occurring at a therapeu- 
tically desirable level, 1 in a patient with a renal 
calculus, and 1 at a purposely induced very low 
prothrombin activity. There was no chromaturia, 
petechiae, agranulocytosis, or liver damage. 


Comparative Clinical Study of Coumadin Sodium 
and Dicumarol in Patients with Thromboembolic 
Diseases. C. M. Shapiro, R. Lisker, A. M. Licht- 
man and A. M. Josephson. Am. Heart J. 55:66-72 
(Jan. ) 1958 [St. Louis]. 


In an attempt to compare the efficacy of warfarin 
(Coumadin ) sodium and bishydroxycoumarin ( Di- 
cumarol), the authors treated 100 patients with 
thromboembolic disease with warfarin and 100 pa- 
tients with the same disease with bishydroxycou- 
marin. Fifty patients treated with warfarin and 55 
patients treated with bishydroxycoumarin were giv- 
en aqueous heparin, 50 units intramuscularly every 
4 to 6 hours, during the induction period. Patients 
were considered to be in a therapeutic anticoagu- 
lant range when the prothrombin time according 
to Quick's method was between 24 and 36 seconds 
(11-26% prothrombin activity ). The initial dose of 
warfarin was arbitrarily fixed at 50 or 60 mg., de- 
pending on the weight of the patient. From 5 to 30 
mg. was employed on the second day. The average 
daily maintenance dose was 5-10 mg. The drug 
was given orally in all but 4 patients who, because 
of nausea and vomiting, required intravenous ad- 
ministration. Bishydroxycoumarin was given ini- 
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tially in successive daily doses of 300, 200, and 100 
mg., with only slight. modifications depending on 
the results of prothrombin determinations. 

Results showed that the ability of warfarin and 
bishydroxycoumarin to maintain a therapeutic hypo- 
prothrombinemic state does not differ, since war- 
farin therapy was effective 70.8% of the time and 
bishydroxycoumarin therapy was effective 70.3% of 
the time. The latency period in the patients taking 
warfarin averaged 43.4 hours, and in those taking 
bishydroxycoumarin it averaged 80.3 hours. Hepar- 
in had no effect in shortening the induction period 
when given with warfarin but decreased by 12 
hours the average latent period in patients receiv- 
ing bishydroxycoumarin. Hypersensitivity to these 
2 drugs was not significantly different, but escape 
from the effect of bishydroxycoumarin was almost 
twice as common. The ability of vitamin K and re- 
lated compounds to reverse the action of these 
drugs was similar. Hemorrhagic phenomena were 
observed in 11 patients taking warfarin and in 8 
patients receiving bishydroxycoumarin. Only 1 
death was attributed to anticoagulant therapy; the 
patient died of intracranial hemorrhage and had 
received bishydroxycoumarin. The mode of action 
of warfarin, as with bishydroxycoumarin, seems to 
reside more in its ability to decrease the activity of 
stable factor than in the suppression of prothrom- 
bin activity. 


Use of the “Colloid Osmotic Prosthesis” in the 
Therapy of Certain Edematous States. S. Esposito. 
Gazz. med. ital. 116:435-444 (Oct.) 1957 (In Italian) 
[Turin]. 


The author studied the diuretic effect of dextran 
in 2 groups of patients. One group consisted of 12 
patients with compensated cardiovascular condi- 
tion and normal blood pressure, whereas the other 
group consisted of 8 patients with various diseases 
associated with edema which was partly due to 
lowered plasma oncotic pressure. Dextran was 
given intravenously in a daily dose of 500 cc. to 
the patients in fasting state as a 10% colloid solu- 
tion, infused at the rate of about 40 drops per 
minute for a period of 30 days. Patients with non- 
cardiac conditions received a daily single dose, 
whereas the daily dosage of the patients with 
cardiac condition was divided into 2 equal doses, 
given morning and evening. Renal function in pa- 
tients with a cardiac condition was observed before 
and 6 hours after the infusion of dextran. Dextran 
had an intense diuretic effect in all patients. This 
was confirmed by the increased rates of the glomer- 
ular filtration tests and by the decreased rates of 
tubular reabsorption of water tests. Dextran exer- 
cised a strong diuretic action and produced relief of 
edema in patients who had various diseases asso- 
ciated with edema. The best results were observed 
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in patients who had a kidney disease. Two patients 
with biliary cirrhosis in the last stage of the disease 
derived no benefit from dextran therapy. 

Several workers have demonstrated that dextran 
is completely metabolised in the body. The macro- 
molecular structure of dextran brings about a long- 
acting increase of the colloid osmotic pressure. The 
author believes that these properties warrant the 
use of dextran as a “colloid osmotic prosthesis.” 


Rauwolfia Toxicity in the Treatment of Hyperten- 
sion: Comparative Toxicity of Reserpine and Alser- 
oxylon. R. V. Ford and J. H. Moyer. Postgrad. Med. 
23:41-48 (Jan.) 1958 [Minneapolis]. 


The authors present a statistical analysis of the 
adverse reactions from Rauwolfia preparations ob- 
served in 452 patients with hypertension, 120 of 
whom received reserpine and 332 of whom re- 
ceived alseroxylon. Mild adverse effects, consisting 
of weakness and fatigue, occurred in 103 (86%) of 
the 120 patients; 88 (73%) complained of malaise, 
and 62 (52%) had dizziness. These symptoms per- 
sisted for more than 3 months in most of the pa- 
tients. Moderate adverse effects were less frequent, 
nightmares occurring in 64 patients (53%) and in- 
somnia in 61 (51%). Severe adverse effects were 
observed in a smaller group; agitation occurred in 
37 (31%), depression in 18 (15%), and serious agi- 
tated depression in 18 (15%). The incidence of 
weakness and fatigue among the 332 patients re- 
ceiving alseroxylon was 84%; malaise was noted in 
65% and dizziness in 29%. About 20% of the group 
had these symptoms for more than 3 months. Mod- 
erate adverse side reactions consisted of night- 
mares in 18% and insomnia in 7%. Thirteen (4% ) of 
the 332 patients showed agitation, 5 (2%) had a 
severe depressive reaction, and a disabling agitated 
depression occurred in 3 patients (0.9% ). 

These data reveal significantly more frequent 
and severe adverse side-reactions to reserpine than 
to alseroxylon. There are certain factors that one 
must consider as potentiating or predisposing to 
these side-reactions, as indicated by the finding 
that patients with previous neuropsychiatric diag- 
noses .bave these reactions much more often than 
do those without such diagnoses. The incidence of 
severe side-reactions was twice as high when the 
dose of reserpine was 1 mg. or more per day than it 
was when the dose was less than 1 mg. daily. The 
severity of hypertensive disease, as indicated by the 
necessity for therapy with ancillary antihyperten- 
sive agents, did not seem to influence the incidence 
of adverse side-reactions from the Rauwolfia com- 
pounds. Alseroxylon is an antihypertensive agent of 
equal therapeutic efficacy with reserpine in treat- 
ment of hypertension but with significantly less 
toxicity. A useful procedure in the initial treatment 
of hypertension is to start with reserpine, giving 
0.25 mg. twice daily concurrently with 2 mg. of 
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alseroxylon 4 times daily. Reserpine has an onset of 
action within 3 to 5 days, while the maximal re- 
sponse to alseroxylon is not obtained for 14 to 21 
days. After 2 or 3 weeks one may discontinue the 
administration of reserpine, since the effect of alser- 
oxylon has become established, and the dose of 
the latter may be reduced to 2 mg. twice daily. 
Ancillary antihypertensive therapy may be added as 
indicated. 


Treatment of Influenza with Severe Bronchopul- 
monary Complications with Cortisone and Anti- 
biotics. M. Plaza de los Reyes, R. Cruz-Coke, 
R. Orozco and others. Rev. méd. Chile. 85:569-573 
(Oct.) 1957 (In Spanish) [Santiago]. 


Three hundred sixty-five patients with severe 
forms of either pneumonia or bronchopneumonia 
complicating influenza were hospitalized in the 
Aguirre Hospital at Santiago between July and 
August, 1957. The more severe complications of 
influenza were observed in patients with heart 
disease and chronic pulmonary disease and in 
elderly patients. The treatment consisted of admin- 
istration of penicillin, streptomycin, and tetracy- 
cline in daily doses of 800,000 units, 1 Gm. and 
2 Gm. respectively. No favorable changes in the 
course of the pulmonary disease were obtained 
from antibiotic treatment. Seventy-five patients 
died (21.6%). In patients with bronchopneumonia 
the death rate was 50%. Cortisone in daily doses of 
100 mg. or prednisone in daily doses of 20 mg. 
were added to the antibiotic treatment. The com- 
bined treatment was maintained for 5 or 10 days, 
after which the daily dose of cortisone was grad- 
ually diminished to 75 mg. for 5 days, 50 mg. for 5 
days, and then discontinued. Seven representative 
cases are reported. The patients were 3 young 
adults and 4 persons between the ages of 60 and 
82 years. Before onset of influenza, the patients 
had one of the following diseases: active pulmonary 
bilateral tuberculosis, hepatitis, cardiosclerosis with 
insufficiency and congestive heart, cirrhosis, hepa- 
titis, cardiosclerosis and diabetes. The pulmonary 
complications were unilateral or bilateral staphy- 
lococcal or pneumococcal pneumonia in 4 patients 
and bilateral bronchopneumonia in 3. Simultane- 
ously with the treatment with hormones and anti- 
biotics, cardiotonics were given to patients with 
cardiac insufficiency and isonicotinic acid to the 
patient with pulmonary tuberculosis. 

The results of the combined treatment were ex- 
cellent. All of the patients recovered after 10 to 
23 days of hospitalization. Dyspnea and fever dis- 
appeared, the pulse became normal within 24 
hours, and the bronchopulmonary symptoms sub- 
sided within 5 to 10 days of treatment. The treat- 
ment was well tolerated. The patients who were 
given antibiotics presented only a marked asthenia. 
Several of the patients died in shock caused from 
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suprarenal insufficiency. On the basis of this ob- 
servation the authors believe that the virus of in- 
fluenza causes suprarenal insufficiency, which is 
prevented or controlled by cortisone therapy. They 
recommend combined antibiotic-hormonal treat- 
ment in cases of severe bronchopulmonary com- 
plications of influenza. 


Long-Continued Treatment with Tetracycline and 
Prednisolone in Chronic Bronchitis: A Controlled 
Trial. E. N. Moyes and R. A. Kershaw. Lancet 
2:1187-1191 (Dec. 14) 1957 [London]. 


Chronic bronchitis was defined for the purposes 
of this trial, as a chronic condition of at least 2 
years’ duration, characterized by a productive cough 
throughout the year and associated with dyspnea 
and bronchospasm. Preference was given to pa- 
tients with pus in their sputum, and only those with 
moderate or severe disability were accepted. Care 
was taken to eliminate patients with typical bron- 
chial asthma and with the so-called asthma-bron- 
chitis or infected asthma, where differentiation 
between the 2 conditions is difficult, 1 merging 
into the other as infection supersedes on an asth- 
matic basis. Also excluded were patients with past 
or present evidence of cardiac failure, significant 
hypertension, peptic ulceration, or mental instabil- 
ity, who might have responded unfavorably to 
steroid therapy. Patients of group A, who served 
as controls, were given dummy tablets for 7 days 
and then aminophylline. Those of group B received 
first 500 mg. of tetracycline 3 times a day for 7 
days, thereafter 250 mg. plus aminophylline. Those 
of group C received the same doses of tetracycline 
as did those of group B, and in addition 5 mg. of 
prednisolone 3 times a day. 

Significant and often dramatic improvement was 
observed in 60% of the patients in the 2 groups who 
received tetracycline. This compares with 6% im- 
provement in the group in which dummy tablets 
were substituted for the antibiotic. Diarrhea was 
reported by 33 (60%) of the 55 patients who received 
tetracycline. In 19 it was mild, but in the other 14 
it was severe enough to call for modification of 
treatment. In 5 patients the administration of tetra- 
cycline was stopped temporarily until the symptom 
abated; in 3 a reduction in dosage for a week or 2 
sufficed. Four patients were never again able to 
tolerate more than 500 mg. of tetracycline twice a 
day; in 2 other patients, long-continued treatment 
with oxytetracycline in 1 and sigmamycin in the 
other was substituted after efforts to reintroduce 
tetracycline therapy had failed. The results were 
practically the same in the 2 groups who received 
tetracycline, regardless of whether prednisolone or 
aminophylline was given in addition. This suggests 
that corticosteroids have little, if any, value as 
maintenance therapy in patients with chronic bron- 
chitis. 
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PUBLIC HEALTH 


Power Lawnmower Injuries in Georgia, 1955 and 
1956: Results of a Survey. J]. N. McClure Jr., H. C. 
Steed Jr., R. M. Alden and J. C. Terrell. J. M. A. 
Georgia. 46:555-557 (Dec.) 1957 [Atlanta]. 


In the late fall of 1956, after the lawnmowing 
season was over, a survey of Georgia physicians 
was made by means of a questionnaire in an at- 
tempt to more accurately measure the number and 
type of injuries caused by power lawnmowers. 
This survey was conducted by the Accident Pre- 
vention Unit of the Georgia Department of Public 
Health in cooperation with interested private physi- 
cians. Questionnaires were sent to 1,085 physicians. 
Of the 463 physicians who answered the question- 
naires, 226 (48.8%) reported power lawnmower 
accidents while 237 did not. Many of the physicians 
in this last group were in specialties which would 
rarely, if ever, be called on to treat such injuries. 
The survey included only privately practicing 
physicians. No attempt was made to collect infor- 
mation from the emergency rooms of large hos- 
pitals. The gasoline rotary type mower was involved 
in the majority of the accidents, probably because 
it is both more dangerous and more frequently 
used than the other types of mowers. Most injuries 
resulted from direct contact with the mower, but a 
surprisingly high percentage (30.4%) were caused 
by objects which were thrown by the mower blade. 
The victims of such missiles were frequently not 
the operators of the machines. Over 90% of the 
injuries due to direct contact with the mower were 
injuries to toes, fingers, feet, or hands; many of 
these are probably due to negligence on the part 
of the operator. 

The lower extremities were most often injured 
by objects thrown by the mower blade, but a con- 
siderable number of eye injuries were also caused 
in this way. The number of injuries producing 
permanent disabilities (14.1%) was surprisingly 
high, and attests to the violence of these machines. 
This study indicates that the problem of power 
lawnmower injuries is one of considerable magni- 
tude. If the number of injuries continues to increase 
in the next few years, the power mower, particu- 
larly the rotary type, conceivably may be desig- 
nated as a public health menace. The following 
recommendations are made: Organizations (such 
as the National Safety Council. and the Public 
Health Departments) and the lay press should give 
educational publicity to this problem. Accident 
prevention should be emphasized. The county 
medical societies should encourage their members 
to speak before such groups as civic clubs, schools, 
and churches. Much can be done toward accident 
prevention in this manner, particularly with the 
help of the local press. 
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BOOK REVIEWS 


Pre-Employment Disability Evaluation: Detailed Policies 
Regarding Applicants Applying for Employment with Special 
Reference to Various Disabilities. By William A. Kellogg, 
M.D., F.A.C.S., Clinical Professor of Surgery, New York 
Polyclinic Post-Graduate Medical School, New York. Preface 
by H. L. Herschensohn, M.D., Medical Director, Douglas 
Aircraft Co., Inc., Santa Monica, Calif. Cloth, perforated 
for loose-leaf use. $10.50. Pp. 155. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1957. 


There is little doubt that, as medicine and asso- 
ciated sciences are enabled to salvage many per- 
sons who previously died before reaching maturity, 
industry will be more and more confronted with 
the too frequently submarginal physical laborers. 
The author has done much in this book to assist 
those who engage in this necessary type of indus- 
trial medicine. He describes a simple, logical basis 
for acceptance or rejection of those who are being 
considered for employment. Numerous blank pages 
are provided for special entries that may apply to 
the industry by which the medical examiner is em- 
ployed and which the author has not covered in 
his text. All pages are perforated to enable one to 


prepare his own notebook and to arrange the mate- 
rial presented in the most convenient sequence. 
This book should be read by all physicians in in- 
dustrial medicine and also by those who make only 
occasional preemployment physical examinations. 


Liver-Brain Relationships. By Ian A. Brown, M.D., Ph.D., 
Associate-Professor of Neurology, Division of Neurology, 
Department of Neurology and Psychiatry, University of 
Minnesota, Minneapolis. Cloth. $6.50. Fp. 198, with 26 illus- 
trations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This monograph attempts to bridge the gap be- 
tween what is currently known about the various 
types of liver disease and the changes in the central 
nervous system which may accompany or follow 
liver damage. A brief historical review of the liver- 
brain relationship is given in the opening chapter. 
Kinnier Wilson’s monumental contribution, clarify- 
ing the relationship between liver disease and len- 
ticular degeneration of the brain, is given due 
credit. One chapter is devoted to the liver and the 
many attempts to evaluate its functions. Admitted- 
ly, the present liver function tests leave much to 
be desired, and newer biochemical knowledge is 
necessary to evaluate all of the dozens of functions 
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which the liver has. A discussion of the possible 
causal relations between alterations of those func- 
tions that produce central nervous system symp- 
toms inevitably raises more questions than it an- 
swers. The author presents the following clinical 
classification of the nervous system participation in 
hepatic disease: (1) hepatoencephalomyelopathy 
without coma, (2) transient or episodic hepato- 
encephalomyelopathy, (3) hepatoencephalomye- 
lopathy with coma and its immediate precoma 
stages, and (4) hepatolenticular degeneration (Wil- 
son’s disease). The interesting role of ammonia in 
brain function is discussed at some length in con- 
nection with portacaval shunt. The so-called blood- 
brain barrier, which permits some substances to 
pass quickly and which effectively bars other sub- 
stances, is presented without any conclusions. The 
increasingly voluminous literature on the role of 
glucose metabolism, enzymes, iron, copper, por- 
phyrins, hormones, amino acids, bile, oxygen, and 
carbon dioxide is well summarized and docu- 
mented. The author concludes that no single sub- 
stance can be incriminated as the cause of the 
cerebral alterations. This stimulating and provoca- 
tive book should interest the neurologist, the in- 
ternist, and the better-informed general practi- 
tioner. 


An Introduction to Chest Surgery. By Goeffrey Flavell, 
F.R.C.S., M.R.C.P., Thoracic Surgeon, London Hospital, 
London. Cloth. $7.50. Pp. 354, with 177 illustrations. Oxford 
University Press, Amen House, Warwick Sq., London, E. C. 
4, England; 114 Fifth Ave., New York 11; Amen House, 480 
University Ave., Toronto 2, Canada, 1957. 


This short and yet comprehensive monograph 
is an excellent book for any student or practitioner 
interested in chest diseases. The first chapter deals 
with the physiology of the lungs. The author's 
statement, “Bronchial obstruction is just as much an 
acute surgical emergency as intestinal obstruction,” 
suggests that he has had relatively little experience 
in the treatment of intestinal obstruction. However, 
the chapter is well done, as is the second chapter 
on surgical anatomy. Roentgenography of the chest 
is adequately covered, as is bronchoscopy. One 
chapter is devoted to the technique of pulmonary 
resections, including preoperative and postoperat- 
ive care. The illustrations are line drawings and 
are excellently done. The x-rays are reproduced 
well. There is an excellent chapter on the chest 
wall and pleura, including injuries and inflamma- 
tory and neoplastic lesions. There is a rather long 
chapter on empyema; in fact, empyema is consid- 
ered in greater detail than is probably necessary 
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in view of its relative infrequency. Abscess of the 
lung, both malignant and benign, and_bronchi- 
ectasis are considered. A short chapter deals with 
the various types of cysts of the lung. There is also 
a short chapter on benign tumors of the lung and 
an excellent chapter on bronchogenic carcinoma. 
The author, strangely enough, does not mention 
pulmonary function studies as a preoperative pro- 
cedure. Various methods of therapy are considered. 
Pulmonary tuberculosis and its surgical treatment 
are discussed. Thoracoplasty is described in greater 
detail than is necessary, because it is now rarely 
used. There is an excellent chapter on tumors and 
cysts of the mediastinum and a good description 
of diaphragmatic hernia. There is also a splendid 
section on esophageal operations. The final section 
is devoted to surgery of the heart and great vessels. 
It is regrettable that this excellent book has no 
bibliography. However, it should be in every stu- 
dent's library. 


The Healing of Wounds: A Symposium on Recent Trends 
and Studies. Edited by Martin B. Williamson, Ph.D., Pro- 
fessor of Biochemistry, Stritch School of Medicine, Loyola 
University, Chicago. Cloth. $7. Pp. 202, with illustrations. 
Blakiston Division, McGraw-Hill Book Company, Inc., 330 
W. 42nd St., New York 36; 95 Farringdon St., London, E. 
C. 4, England; 253 Spadina Rd., Toronto 4, Canada, 1957. 


This symposium is a summation of the material 
accumulated since World War II. The first eight 
chapters deal with theoretical and experimental 


material, and the last two chapters, Incisions Used 
in Gynecology and Clinical Approaches to the 
Concepts of Wound Healing, are of more practical 
value. The chapter on the metabolism of proteins 
and amino acids presents much controversial ma- 
terial, such as “The studies on the effect of injury 
on the level of total plasma proteins are not en- 
tirely consistent, some investigators reporting in- 
creases in the total plasma protein after injury and 
some reporting decreases”; and “No very marked 
changes occur in the levels of the various plasma 
proteins after wounding; those changes which do 
appear seem to be relatively nonspecific.” Much 
of the material presented in this book is the result 
of experimental work on animals. One wonders 
about the specific species reaction and the value 
of such in human experimentation. Particularly 
singled out for careful study has been the role of 
ground substance, methionine, vitamin C, hormonal 
influences, and collagen. Although the major por- 
tion of the book is concerned with theory, at no 
time has Osler’s principle, “primum non nocere,” 
been forgotten. It was also refreshing to read this 
quotation from a contemporary teacher: “The basic 
fact that wound healing is a function of living 
tissues and is not hastened or stimulated but often 
retarded by any chemical agent applied to their 
surface is forgotten still too often.” This book 
should be of value to those interested in theoretical 
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and experimental considerations pretaining to 
wound healing. There is an extensive bibliography 
at the end of each section. 


A Survey of State Pharmacy Laws Relating to the Sale by 
General Merchants of Non-Prescription Drugs, Variously 
Designated as “Patent or Proprietary Medicines,” “Domestic 
Remedies,” “Home Remedies,” “Household Remedies,” and 
by Similar Terms. Conducted by John M. Seus, B.A., LL.B., 
under a research grant from National Drug Trade Conference 
which is composed of delegates from American Association 
of Colleges of Pharmacy, American Drug Manufacturers 
Association, American Pharmaceutical Association, American 
Pharmaceutical Manufacturers’ Association, Federal Whole- 
sale Druggists’ Association, National Association Boards of 
Pharmacy, National Association of Chain Drug Stores, Na- 
tional Association of Retail Druggists, National Wholesale 
Druggists’ Association, The Proprietary Association. Paper. 
Pp. 112. American Pharmaceutical Association, 2215 Con- 
stitution Ave., N. W., Washington 7, D. C., n. d. 


For many years the National Drug Trade Con- 
ference has been fostering uniform state legislation 
with respect to the practice of pharmacy and reg- 
ulation of the production and distribution of drugs, 
medicines, and poisons. The conference committee 
on uniform state legislation has prepared “model” 
acts which have served numerous pharmaceutical 
groups as a basis for initiating or amending state 
laws. The committee is currently working on a 
“model” state pharmacy act, but it has not been 
able to reach an agreement in the area concerning 
restriction of the sale of nonprescription drugs, 
designated as “patent and proprietary medicines,” 
“household remedies,” or similar items. This survey 
was conducted to facilitate agreement and to pro- 
vide a basis for developing definitions for the pro- 
posed uniform state pharmacy act. The report 
covers research on the statutory provisions dealing 
with permissive and restrictive provisions of state 
pharmacy acts. It should serve as a reference work 
for those engaged in the study of this subject. 


Louis Pasteur: A Great Life in Brief. By Pasteur Vallery- 
Radot. Translated from French by Alfred Joseph. Cloth. $3. 
Pp. 199. Alfred A. Knopf, Inc., 501 Madison Ave., New York 
22; McClelland & Stewart, Ltd., 25 Hollinger Rd., Toronto 
16, Canada, 1958. 


Few biographies combine the excitement of a 
novel and the scientific interests of the physician. 
This biography tells the story of the author's grand- 
father in an intimate and affectionate manner. The 
author is, in his own right, one of Europe’s out- 
standing figures in medical research. The book de- 
scribes some of Pasteur’s least publicized accom- 
plishments. Along with his theories on molecular 
asymmetry, fermentation studies on wine and beer, 
and research on viruses and vaccines, Pasteur even 
experimented in art, helping to eliminate the most 
annoying problem of the artist—the long period of 
time it takes the oil paint to dry. “Pasteur was a 
man with a practical mind. He carried his discov- 
eries from the laboratory into the industrial domain. 
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‘Pure science, on its highest level, said he, ‘cannot 
advance one step without sooner or later bringing 
profit to industry from the application of its precious 
results.’ Consequently, he discarded a differentia- 
tion between theoretical and applied sciences.” 
Pasteur showed no less love for politics than he 
did for science, and, during his schooling, he once 
gave all his savings to the new republican govern- 
ment. Another accomplishment was his acting abil- 
ity. Because he possessed that gift bestowed on 
superior minds—to perceive what remains hidden 
from the crowd—the book is a profitable review of 
the adventures of the scientist who is always being 
told his ideas cannot succeed. Pasteur’s usual an- 
swer was that “man contradicts for the sake of 
contradicting and does not believe because he will 
not believe.” Louis Pasteur was best described by 
his friend Senarmont, who said, “If he finds nothing 
on the road he is traveling, don’t worry, he will 
not stay on it. But I would be surprised indeed if 
he does not find something.” 


Roentgen Diagnosis of Abdominal Tumors in Childhood. 
By Charles M. Nice, Jr., M.D., Ph.D., Alexander R. Margulis, 
M.D., and Leo G. Rigler, M.D. Cloth. $4. Pp. 75, with 53 
illustrations. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, IIl.; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1957. 


In this monograph, the authors discuss the roent- 
genographic diagnosis and particularly the localiza- 
tion of abdominal masses in children by employing 
simple procedures available in most hospitals and 
private offices. The anatomic features pertinent to 
localization are stressed. Reliance is placed chiefly 
on anteroposterior and lateral projection films 
with the use of other simple diagnostic procedures, 
such as excretory urography, barium enema, and 
barium meal studies. When indicated, the use of 
more complicated procedures is discussed. In their 
discussion, the authors use as a working classifica- 
tion the following plan, based on topography: (1) 
intraperitoneal masses in the region of the liver, 
(2) other intraperitoneal masses, (3) renal and 
adrenal masses, and (4) other extraperitoneal 
masses. The subject matter is covered in a concise, 
easily read manner and is beautifully illustrated. 
This monograph is recommended without reserva- 
tion not only to radiologists and pediatricians but 
also to surgeons interested in the preoperative 
diagnosis of abdominal tumors in children. 


Drugs: Their Nature, Action and Use. By Harry Beckman, 
M.D., Director, Departments of Pharmacology, Marquette 
University Schools of Medicine and Dentistry, Milwaukee. 
Cloth. $15. Pp. 728, with 126 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W. C. 2, England, 1958. 


This new textbook on pharmacology invades an 
area of medical literature already replete with 
sound reference works. The author's pungent and 
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clear style, however, makes this new publication 
admirably adapted to the needs of undergraduate 
students. The first section deals with an orienta- 
tion of pharmacology among the other basic medi- 
cal sciences, the second with the general nature 
and behavior of drugs, and the third, comprising 
the major portion of the book, with detailed des- 
criptions of the actions and practical applications 
of drugs. Selected references are listed at the end 
of most of the chapters. The presentation of mate- 
rial under the main section, which deals with drug 
actions and uses, departs from tradition in the order 
with which the classes of agents are discussed. Most 
chapter titles indicate the actions of each class of 
drugs, for example, Drugs That Dilate the Coro- 
nary Arteries, and Drugs That Promote Renal Uric 
Acid Transport. Some unusual titles are Drugs That 
Are Enzymes, Drugs That Are Hormones, and 
Drugs That Are Vitamins. The presentation of 
material is refreshing, and the double-column pages 
provide easy reading. A fairly comprehensive gen- 
eral index is also included. A chart of infectious 
diseases, listing the preferred drug for each, is 
duplicated inside the front and back covers. Few 
errors were detected. 


Occipitoposterior Positions. By Edward L. King, A.B.. 
M.D., F.A.C.S. Publication number 310, American Lecture 
Series, monograph in American Lectures in Gynecology and 
Obstetrics. Edited by E. C. Hamblen, B.S., M.D., F.A.C.S., 
Professor of Endocrinology, Duke University School of Medi- 
cine, Durham, N. C. Cloth. $3.75. Pp. 106, with 60 illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This small book on occipitoposterior positions is 
an excellent clinical review of this important sub- 
ject. The author discusses the causative factors of 
delayed rotation and nonrotation and notes that 
anthropoid pelves favor this mechanism. The gen- 
eral management of labor in the patient in whom 
the occiput fails to rotate anteriorly is discussed. 
Definitive treatment by manual rotation of the fetal 
head and the various methods of forceps applica- 
tion and delivery are described. The author indi- 
cates his preference for the intravaginal rotation of 
the forceps blades to accomplish anterior rotation 
of the head. The failure of anterior rotation of the 
fetal head is probably less common today than 
formerly. Difficult delivery of the baby whose head 
has failed to engage deeply is avoided. In the final 
analysis, there are a number of good methods for 
correcting the failure of anterior rotation of the 
head, and it is the man behind the forceps and not 
the instrument or the method that determines the 
results. This small book can be read with profit by 
the student, the practitioner, and even the spe- 
cialist. 
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QUESTIONS AND ANSWERS 


TREATMENT OF UNDULANT FEVER 


To tHe Eprror:—Please give information as to the 
modern treatment of undulant fever. 


Robert C. Bruder, M.D., Dearborn, Mich. 


Answer.—Modern combined antibiotic therapy 
can induce prompt clinical remissions, may be life- 
saving, and may prevent much physical deteriora- 
ton, grief, and expense, but the drugs are bacterio- 
static, not bactericidal, and the treatment is sup- 
pressive, not curative. In addition to invasion of 
body fluids and tissue spaces, intracellular coloniza- 
tion by Brucellae is a characteristic feature of the 
disease. Modern therapy helps to remove Brucellae 
from fluids and tissue spaces but does not harm 
those that lie within body cells. These remain viable 
and virulent and, in the absence of an adequately 
efficient natural defense apparatus, serve as sources 
of endogenous remissions and of bacteriological 
and clinical relapses, which may be few or many. 
Permanent recovery probably depends ultimately 
upon the efficiency of the natural defense appara- 
tus. If the stimulus to this apparatus, owing to the 
disease itself and to the accelerated killing of extra- 
cellular Brucellae consequent upon modern therapy 
and associated with the general physiological ad- 
vantages of a clinical remission, does not allow it to 
achieve a certain minimal degree of efficiency for 
that individual, a relapse will occur. This relapse, 
and others that may follow, may be treated similar- 
ly, with either eventual recovery or continued dis- 
couragement. 

If two or three courses of tetracycline, 0.5 Gm. 
orally four times daily for 21 days, accompanied by 
streptomycin or dihydrostreptomycin, 1 Gm. intra- 
muscularly twice daily for 7 days followed by 0.5 
Gm. twice daily for a second week, cannot prevent 
the occurrence of continued relapses, it seems that 
modern therapy fails in a certain proportion of pa- 
tients, and that further research is needed. If the 
supposition is correct that recoveries depend upon 
an effective stimulation of the defense apparatus by 
materials conveyed into the body by invading Bru- 
cellae, and if these natural stimuli are inadequate 
even when aided by repeated antibiotic effects, it 
seems that what is needed is additional, persistent, 
proper use of a carefully selected brucellar antigen 
to raise the patient’s resistance above the level at 
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which relapse is certain. A useful discussion of this 
aspect of treatment can be found in Brucellosis, by 
Harold J. Harris, Paul B. Hoeber, Inc., N. Y., second 
edition, 1950. Unless more effective antibiotics for 
brucellosis become available, the supplemental 
treatment with an antigen seems more in keeping 
with the known pathogenesis and host-parasite re- 
lationships of this disease. 


BRITTLE FINGERNAILS 
To THE Eprror:—What is the cause and treatment 
of “brittle fingernails”? 
W. M. Fowlkes Jr., M.D., Wendell, N. C. 


ANSwER.—Brittleness of the nails, a manifestation 
of fraying or peeling of the terminal portions of 
the nail plates, may be symptomatic of a score of 
disturbances, some associated with injury to the 
matrix, as is commonly found in a great many 
women in whom brittleness develops in the absence 
of any local or systemic abnormality. The first goal 
should be to try to determine whether there is any 
local disturbance present, such as something which 
has been applied to the nails. There may have been 
excessive manicuring of the nails, reaction to sol- 
vents used in nail polishes and lacquers, or sensi- 
tivity to detergents. 

Some workers believe that these solvents have 
more of a dehydrating than defatting effect on the 
nails. The use of certain alkaline preparations by 
people who have their hands constantly in water, 
such as housewives and bartenders, is felt by some 
to be a primary factor in nail brittleness. Several 
observers have felt that gelatin given by mouth is 
helpful; however, Sutton feels that the underlying 
cause may be a hypoproteinemia. He feels that 
some of these patients need iron, thyroid, and 
estrogens, although the indications are rather ill- 
defined. There have been exacting studies made on 
some of the mineral and organic constituents of 
diseased nails. Calcium, which has long been un- 
disputed in the treatment of certain nail conditions, 
was subjected to detailed study along with phos- 
phorus and total ash content of the nail clippings 
taken from patients having hard and brittle nails, 
and it was found that there was no evidence that 
the brittleness or hardness of the nails was in any 
way related to calcium or phosphorus. Felsch and 
his group have shown that the free amino nitrogen 
content is low in a patient with psoriasis. They also 
studied the sulfhydryl] group and the disulfide link- 
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age in normal keratinization as possibly being im- 
portant in relation to the nails, as well as to the 
skin being studied. . 

As far as minerals are concerned, an interesting 
observation by Dietz reveals that administration of 
fluoride is helpful in cases of onychosis. His studies 
were to the effect that patients who had nail de- 
lamination desquamation associated with dental 
caries responded with marked improvement to the 
administration of sodium fluoride tablets in six 
weeks to two months’ time. However, this prepar- 
ation should not be given to patients under 12 
years of age, and it alone is no panacea for all 
such cases—proper diet, among other things, is 
also important. In patients with hypothyroidism, 
the thyroid extract would be of definite help. The 
question of vitamins, lack of vitamins, or their utili- 
zation in the presence of brittleness of the nails 
has been described by some, and it has been found 
that the administration of vitamins A and D has 
been of considerable help. Vitamin A effects epi- 
thelization of cells, so that it is possible that in 
some cases it would be of definite help as far as 
brittleness of the nails is concerned. Pillsbury and 
co-workers point out that the underlying defect 
that promotes brittleness is an architectural ab- 
normality in which these nails, unlike normal nails, 
have central thin plates extending laterally, there 
being no clue as to why this should occur. Natur- 
ally, excessive manicuring and the use of various 
preparations containing solvents would affect this 
type of nail more than normal nails. 

The systemic causes of this abnormality are 
sometimes quite remote and may make difficult an 
absolute diagnosis. More knowledge of the local 
chemistry of the nail plate is to be desired. Certain 
fatty acids, particularly cholesterol, appear to as- 
sist in maintaining the natural elasticity of the nails, 
and, of course, the use of an emulsified form of 
water should be of some assistance in maintaining 
more moisture in the keratin of the nail. Lamina- 
tion of the distal portions of the nails has been 
pointed out to be due to secondary anemia, and, 
in those instances, the condition responds to iron 
therapy fairly promptly. 


ARTIFICIAL COLORING OF FRUITS 
To tHE Eprror:—What chemicals are used in arti- 
ficial coloring of fruits, especially oranges? Are 
any of these carcinogenic? Is ethylene ever used 
as a coloring agent? What laws have been passed 
restricting the use of these chemicals? 
O. G. Hamilton, M.D., Bluffton, Ind. 


Answer.—It has been a practice of long stand- 
ing to resort to coloring in order to improve the 
appearance of products. Synthetic coal tar dyes 
have been known only since the middle of the 
last century. Previous to that time, coloring ma- 
terials used were of natural origin. In order to 
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protect the health of the public, the United States 
government permits food manufacturers to use 
only such batches of coal tar dyes as have been 
tested by the Food and Drug Administration and 
have been found by this agency to be harmless 
and suitable for use. Such dyes are known as “cer- 
tified” dyes. At the present time, this consultant 
is not aware of any evidence indicating that the 
coal tar dyes presently in use are carcinogenic. 
The Food and Drug Administration constantly 
keeps a very close check on these products, and 
should there be any suspicion of harm at all, such 
products are removed from the certified listing. 
Methods of artificial coloring of citrus fruits have 
been used extensively for many years. The use of 
ethylene gas in the coloring of oranges is prac- 
ticed quite widely. The mechanism of this reac- 
tion is not known, but apparently the gas activates 
the upper peel of the orange and stimulates the 
fruit to renewed life activity for a period of from 
5 to 10 days, thus bringing about a discoloration 
of the green pigment. One part of ethylene in five 
million parts of air can produce the effect. Since 
ethylene is highly volatile, there is no danger from 
any residual ethylene being retained by the fruit. 


VITAMIN E IN HUMAN NUTRITION 

To tHe Eprror:—What is the present status of 
vitamin E (alpha-tocopherol) in human _ nutri- 
tion? Is vitamin E of any value in the treatment 


of endochondrodystrophies such as slipped epiph- 
ysis, Legg-Calvé-Perthes disease, or Osgood- 
Schlatter disease? Is there any therapeutic dif- 
ference between the natural and synthetic forms 
of the vitamin? Are there any good recent re- 
views of this topic? 

Richard G. Rosen, M.D., Fort Bragg, N. C. 


ANSWER.—The status of vitamin E in human 
nutrition remains unclarified at the present time. 
Clinical syndromes associated with vitamin E de- 
ficiency have been diligently sought for many 
years; however, no human syndrome has been rec- 
ognized which is directly attributable to lack of 
vitamin E or which is corrected by administration 
of vitamin E. Laboratory tests associated with vita- 
min E deficiency in animals (i. e., low alpha-tocoph- 
erol blood and tissue levels and increased red 
blood cell sensitivity to hydrogen peroxide) have 
been described in obstructive biliary cirrhosis; cys- 
tic fibrosis of the pancreas; newborn infants; and 
children with steatorrhea, thyrotoxicosis, and liver 
disease. Nevertheless, there is no evidence that 
lack of vitamin E played an etiological role in any 
of these conditions or that these laboratory tests 
were correlated with any symptomatology. There 
are no data available that permit a comment on 
whether or not these abnormal laboratory tests in- 
dicate a need for administration of vitamin E. 
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Knowledge of the action of alpha-tocopherol is 
inadequate. Tocopherols have a nonspecific anti- 
oxidant effect which is thought to represent a sec- 
ondary role. Nason has suggested that alpha-tocoph- 
erol may act as a cofactor in the cytochrome C 
reductase system. There is no well-defined relation- 
ship between vitamin E deficiency and endochon- 
drodystrophies. Lowered blood levels of vitamin E 
were reported by Ponseti; however, experimental 
vitamin E deficiency in animals and man is not 
associated with skeletal lesions of this type. Pon- 
seti also reported that the skeletal lesions produced 
in animals fed Lathyrus odoratus seeds were not 
prevented by synthetic or natural vitamin E. We 
are aware of no reports that vitamin E is effective 
in these conditions. 

The synthetic forms of vitamin E may vary in 
potency and solubility, and, in addition, some 
forms may inhibit other enzyme systems, at least 
in vitro. There is evidence that a recent water sol- 
uble form (d-alpha tocopherol polyethylene glycol 
1,000 succinate ) may be effective orally in patients 
with poor fat absorption. The various manifesta- 
tions of vitamin E deficiency in animals have been 
reviewed by Dam (Pharmacol. Rev. 8:1, 1957) 
and in the Annals of the New York Academy of 
Sciences (vol. 52, Oct. 31, 1949). Skeletal lesions 
produced by Lathyrus odoratus seeds have been dis- 
cussed recently by Selye (Canad. Biol. 16:1, 1957). 


YELLOW FEVER IMMUNIZATION 


To THE Eprror:—With what frequency does post- 
vaccinal encephalitis occur after subcutaneous 
yellow fever inoculation with the 17-D strain? Is 
there any reason why subcutaneous yellow fever 
vaccination and multiple pressure smallpox vac- 
cination should not be given on the same day? 
How long after subcutaneous inoculation with 
17-D strain vaccine are general systemic reactions 
most likely to occur? 


Hugh W. Randel, M.D., New York. 


ANswER.—Millions of doses of yellow fever vac- 
cine prepared from the 17-D strain have been given 
without the development of any recognized com- 
plication other than the transitory mild fever, 
malaise, and headache which occurs in about 5% 
of persons receiving this vaccine. This reaction 
comes on about one week after vaccination, lasts 
about one day, and rarely interferes with normal 
activity. Some years ago, during the early use of 
the vaccine in South America, a few cases of en- 
cephalitis were observed after vaccination with a 
particular substrain of strain 17-D (Fox and others, 
Am, J. Hyg. 36:117, 1942). The use of this sub- 
strain was abandoned, and no such episode has 
been reported since then in the western hemis- 
phere. However, in the last three years about 12 
or 15 cases of mild, self-limited encephalitis with- 
out sequelae have been reported from England, 
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France, and Africa in very young infants, occur- 
ring about 10-20 days after vaccination with the 
standard 17-D strain. In some of these cases, the 
clinical syndrome observed could not be ascribed 
to any other recent event, such as smallpox vaccin- 
ation or a recognized acute infection. These epi- 
sodes arose in the course of what must have been 
several hundred thousand yellow fever vaccina- 
tions. This actually represents an extraordinary 
record of safety. 

On the other hand, the French neurotropic strain 
of yellow fever vaccine, which has been admin- 
istered to perhaps 50 or 60 million people, has 
resulted in a small number of severe cases of en- 
cephalitis, some of them fatal. It would be fair to 
say that the neurotropic vaccine is not as safe as, 
for example, smallpox vaccine, whereas the 17-D 
strain of yellow fever vaccine is undoubtedly one 
of the safest vaccines in existence. 

There is no known contraindication to simultane- 
ous smallpox and yellow fever vaccination, which 
has been done innumerable times in persons sched- 
uled for overseas travel. 


INSECTICIDE INTOXICATION 


To THE Eprror:—A man was hospitalized for diag- 
nosis and treatment of an illness which appeared 
to be of industrial origin. He complained of 
severe pressure in his head, dizziness, and lack 
of appetite; his wife described many personality 
changes (depression) over the preceding week. 
The dizziness seemed to be aggravated if some- 
one sat on the bed or jiggled the bed at all and 
has become progressively worse. The patient's 
job is loading and working with grain which has 
been treated with many different poisons, includ- 
ing methyl bromide (Test Master), a liquid seed 
disinfectant (Panogen), and an insecticide con- 
taining piperonyl butoxide. He wears a gas mask 
when working. The blood bromide level was 5 
mg. per 100 cc. (normal for this laboratory is 1 
to 1.5 mg.). A 24-hour urine test for mercury was 
negative. After one week the patient was dis- 
charged, with no medicaments prescribed; at that 
time he felt much better. Could the intoxication 
cause all the symptoms of the patient? 


Duane F. Hyde, M.D., King City, Calif. 


Answer.—Of the three mentioned insecticides, 
methyl bromide may be the chief suspect, although 
Panogen, which is cyano( methylmercuri ) guanidine 
(methylmercury dicyandiamide ), distinctly is toxic. 
In severe methyl bromide poisoning, the organs 
of foremost attack are the lungs, with pulmonary 
edema being the prime manifestation. The ap- 
parent absence of any lung involvement in the 
present instance suggests minor severity. Johnstone 
(Occupational Medicine and Industrial Hygiene, 
St. Louis, C. V. Mosby Company, 1948) thus de- 
scribes low-severity cases: “In patients who have 
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been exposed to small but nevertheless harmful 
amounts over a period of time, the clinical picture 
is bizarre and almost unbelievable. This author ex- 
amined 34 date packers at Indio, Calif., who had 
been exposed to methyl bromide for a period of 
several weeks. It will be noted that each patient 
complained of a visual disturbance which fre- 
quently constituted the first sign of trouble. Mental 
confusion and speech disturbances likewise oc- 
cupied a prominent place in the incidence of signs 
and symptoms following methyl bromide poison- 
ing. All these patients recovered without suffering 
permanent pathologic disability.” The various signs 
and symptoms encountered were visual disturb- 
ances, speech disturbances, mild mental confusion, 
hallucinations, melancholia, coma, convulsions, 
apathy, tremor, neurosis, fainting attacks, and 
numbness of extremities. The basis for ascribing 
this condition to methyl bromide, if in fact it be 
of occupational origin, is the reported finding of a 
high level of bromide in the blood of the patient 
and, conversely, a negative finding as to mercury 
in the urine. 


RECTAL PAIN WITH PROSTATIC DISEASE 


To tHE Eprror:—A man complained of a small 
nodule in the right testis, present for several 
years. There was no pain in the testis, but 
there was deep-seated rectal pain. The nodule 
was excised, and because of suspected malig- 
nancy the testis was removed. The pathological 
report came back with “evidence of malignancy.” 
A portion of the cord was removed, but no trace 
of malignancy was found. The deep-seated rectal 
pain continued for one year, and again the patient 
sought relief. At this time a nodule appeared in 
the left testis. A prostatic smear showed acid- 
fast bacilli. Tuberculosis had been suspected 
before, and the patient had been taking strepto- 
mycin, PAS, and isoniazid. After six months the 
prostatic smear is still positive. Would cortisone 
or its derivatives be indicated, and, if so, in what 
dosage? There is no loss of weight; the patient 
looks well and complains only of this deep pain. 


L. Tummers, M.D., Patna, Bihar, India. 


ANsweER.—It is difficult to arrive at a diagnosis 
which will cover every aspect of the patient’s 
genitourinary complaints. One cannot disregard 
entirely the evidence of malignancy which was 
reported by the laboratory. Nevertheless, a diag- 
nosis of genital tuberculosis, beginning as a prosta- 
titis and seminal vesiculitis, spreading first to the 
right epididymis and then to the left, naturally 
suggests itself and appears to be the most logical 
explanation for the sequence of events. Insofar as 
treatment is concerned, the administration of anti- 
tuberculosis agents, including streptomycin, PAS, 
isoniazid, and pyrazinamide is definitely indicated. 
Cortisone should not be used because it would 
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encourage spread of the inflammatory process. It 
is possible that the patient has a tuberculous ab- 
scess of the prostate gland. This would account for 
the rectal pain as well as the persistence of the 
infection in spite of the treatment. If an abscess 
does exist, adequate perineal drainage followed by 
the chemotherapy is most definitely indicated. 


SYMPATHECTOMY IN DIABETIC PATIENTS 


To tHE Eprror:—A 65-year-old man has been dia- 
betic for the past 15 years. His circulation in 
both legs is deficient, and there is coldness of 
extremities and pain on walking. All symptoms 
of Raynaud's disease are present. There are two 
ulcers present, one on the plantar surface of the 
foot and the other on the inner malleolus. These 
have not responded to treatment. He has been 
advised to have a sympathectomy by a surgeon. 
What percentage of patients get favorable re- 
sults with this operation? Would any other treat- 
ment be suggested before surgery? 

J. L. Snavely, M.D., Sterling, Ill. 


Answer.—Insufficient data are supplied in this 
question to give a satisfactory answer. The presence 
or absence of palpable pulsation in the femoral 
and popliteal arteries would be helpful. The state- 
ment, “all symptoms of Raynaud's disease are pres- 
ent,” needs to be clarified. Raynaud's disease is 
most commonly found in young people and is rare 
in diabetic persons. This patient probably has 
arterial insufficiency due to arteriosclerosis. 

In the experience of this consultant, sympathec- 
tomy is not too beneficial in diabetic patients in 
this age group. If, however, the foot sweats or 
changes color easily when the patient is cold or 
nervously upset, vasomotor activity is probably 
present and sympathectomy might help. 

If the popliteal and pedal pulses are absent, a 
femoral arteriogram to determine the presence of 
a local block in the femoral artery susceptible to 
an artery graft might be done. Before surgery is 
resorted to, a period of observation in the hospital 
with rest in bed, the best possible diabetic man- 
agement, and the use of conservative measures 


should be tried. 


CARCINOMA AND DIABETES 


To THe Eprror:—Is there an increased incidence of 
carcinoma among diabetics? If so, are there any 
types of malignancy more common in diabetics 
than in the general population? 

M.D., New Jersey. 


ANSWER.—Many studies indicate a significantly 
increased incidence of cancer in the diabetic popu- 
lation. Reviewing the experience of the Baker Clinic, 
Marble (New England J. Med. 211:339, 1934) found 
256 cases of cancer in 10,000 diabetics. Joslin and 
others (Treatment of Diabetes Mellitus, ed. 9, Phil- 
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adelphia, Lea & Febiger, 1952) reported an increase 
in the incidence of cancer as a cause of death among 
diabetics from 1.5% in 1900 to 9.6% in 1952 and 
concluded that this was due to an increased longev- 
ity of the diabetics since the onset of the insulin 
era. McKittrick and Root (Diabetic Surgery, Phil- 
adelphia, Lea & Febiger, 1928), Inglefinger (New 
England J. Med. 235:653, 1946) and Marble have 
reported that cancer of the pancreas accounted for 
between 13 and 32% of the cancer noted in diabetics 
as compared to a total population frequency of ap- 
proximately 3.5% of all cancer patients. Glicksman 
and Rawson (Cancer 9:1127, 1956) and Marks and 
Bishop (J. Clin. Invest. 36:254, 1957 ), independent- 
ly, have reported, recently, that altered carbohy- 
drate metabolism as well as overt diabetes appears 
to be significantly associated with neoplasia. It is 
interesting to note that patients with neoplasms of 
the endocrine organs had the highest incidence of 
diabetes; of particular interest in this regard was 
cancer of the endometrium. Thus, not only is there 
an increased incidence of cancer in the diabetic 
population, but there appears to be a significant 
increase in altered carbohydrate metabolism and 
overt diabetes in the cancer population. 


INTRAVENOUSLY GIVEN BARBITURATES 

FOR SHORT-TERM SURGICAL 

PROCEDURES 

To tHE Eprtror:—Is it considered good medical 
practice to use barbiturates intravenously as the 
sole anesthetic agent to obtund pain in reduc- 
tion of fractures of the extremities or in the per- 
formance of a simple mastectomy? Should a bar- 
biturate be used intravenously for analgesia? 

Milton Jabush, M.D., Lakewood, N. J. 


Answer.—It is considered better anesthetic prac- 
tice to combine 70% nitrous oxide and 30% oxygen 
with the ultra-short-acting intravenously given 
barbiturates. These latter agents, although excel- 
lent hypnotics, are poor analgesic drugs. The ad- 
dition of the nitrous oxide-oxygen mixture pro- 
vides the analgesia, increases the available oxygen, 
decreases the total amount of barbiturate required, 
and thus shortens the postoperative recovery per- 
iod. Probably of equal or even more importance 
is the fact that when this method is used, the anes- 
thesiologist must pay more attention to the pa- 
tient’s respiratory exchange. If difficulties of this 
nature arise during the operation, the anesthesia 
machine is at hand and resuscitative treatment can 
be started immediately. 


ANsweR.—Thiopental sodium, given intravenous- 
ly, is a very efficient analgesic or anesthetic agent 
for short-term procedures such as the reduction of 
fractures or dislocations. It is quick acting and its 
effects rapidly clear after the injection has been 
stopped, leaving minimal side-effects such as nau- 
sea or vomiting. However, it should never be used 


J.A.M.A., April 5, 1958 


without proper care to safeguard the patient, such 
as having available oxygen and someone com- 
pletely familiar with its use. 


VITREOUS OPACITIES OF THE EYE 
To THE Eprror:—A 43-year-old man has vitreous 
opacities in the form of muscae volitantes. He 
claims they have been present for at least 25 
years, but he thinks that recently they have 
tended to grow worse. He has a mild chronic 
conjunctivitis and a chronic amebic colitis, acute 
flare-ups of which make the condition worse. He 
has an 0.25 D. astigmatism, and his near point 
is now 24 cm. His visual acuity is better than 
average, probably 30/20. Is there a reasonably 
effective treatment? 
Santiago Barahona Streber, M.D., Mitla, 
Oaxaca, Mexico. 


ANswER.—The mild, chronic conjunctivitis and 
the chronic amebic colitis are most probably re- 
lated. The chronic conjunctivitis should be treated 
over a long period with a 30% solution of sodium 
sulfacetimide. The chronic amebic colitis should be 
treated by the proper gastrointestinal drug. X-rays 
of the teeth should be made and any apical ab- 
scessed tooth removed. Once the vitreous opacities 
have formed and are increased, there is one method 
of removing them surgically. This is a rather drastic 
procedure, to be considered only if the medical 
treatment does not improve the condition. The pro- 
cedure consists of a removal of the vitreous and an 
injection of either spinal fluid or vitreous from a 
freshly enucleated eye into the globe. In this way 
the opacities in the vitreous body would be en- 
tirely done away with. It is unusual for an indi- 
vidual to have muscae volitantes for years and then 
suddenly experience an increase ‘due to intercurrent 
infection. Recently, many such patients have im- 
proved on steroid therapy, but this should not be 
used until all other methods have been tried. 


UNEXPLAINED RASH OF TEN 

MONTHS’ DURATION 

To THe Eprror:—A 3-year-old girl is in good health 
except for a discrete maculopapular rash that be- 
gan 10 months ago on the chest and has spread 
to the neck, upper forearms, and thighs. There is 
no infectious problem and no weight loss since 
the beginning of the rash and no known food 
allergy or familial disease. The patient has been 
treated for psoriasis without benefit. 

L. A. Dunton, M.D., De Land, Fla. 


ANnsweR.—From what can be determined, the 
most likely cause of the eruption is insect bites. 
Fleas, mosquitoes, or other such insects could cause 
such a condition. Treatment with 10% pyrethrum 
and 1% chlorophenothane in calamine lotion could 
be utilized. This should be applied to the lesions 
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as necessary, for itching, and to the entire body 
except the face and hands upon retiring. The par- 
ents should be warned that the preparation is 
poisonous and must be kept out of the child's 
mouth. Another diagnostic possibility would be 
urticaria pigmentosa. In this condition, rubbing the 
lesions causes the formation of an urticarial wheal 
in and around the involved areas. Diagnosis is 
established by finding a mast-cell infiltrate on 
examination of an appropriately stained specimen 
obtained by the performance of a biopsy. The cause 
is unknown, and there is no known effective treat- 
ment. 


EFFECT OF SULFURIC ACID ON TEETH 

To tHE Eprror:—Please inform me of the effect of 
sulfuric acid gas on tooth enamel, porcelain 
fillings, and gold inlay. A laboratory technician 
has been pipetting N/12 solution of sulfuric acid 
for blood glucose determination. Her dentist has 
raised the question of enamel decay and porce- 
lain stain due to sulfuric acid. 

Allan V. Morgan, M.D.., Pittsburgh, Pa. 


Answer.—There is little doubt that continued 
pipetting of sulfuric acid without proper precau- 
tions will eventually cause etching and partial solu- 
tion of the enamel. The rate and degree of injury 
will depend on how much acid actually comes in 
contact with the enamel and how long it remains 
on the enamel surface. Acid etching can be felt by 
the tongue as a sour taste and a roughening of the 
enamel surface. Damage to the enamel can be 
minimized by using a long rubber tube on the end 
of the pipette and by a thorough mouth rinse with 
a bicarbonate of soda solution if acid is suspected 
to have entered the mouth. Synthetic porcelain 
fillings are also dissolved by acids. The enamel 
margins around gold inlays may also be attacked 
by acids, causing them to fall out. 


POST-HERPETIC NEURALGIA 
To tHe Eprror:—A patient, aged 77, has had a 
herpes zoster ophthalmia for many months. He 
still has rather marked pain despite all treat- 
ments. Please give suggestions. 
Robert O. Sherwood, M.D., San Mateo, Calif. 


Answer.—The pain mentioned is apparently due 
to post-herpetic neuralgia, since no mention is 
made of the eyeball (glaucoma, uveitis, etc.). If 
current methods of treatment, including corticos- 
teroid therapy, do not relieve the severe pain, 
chemical or surgical nerve block or/and radiation 
therapy should be considered. Procaine or alco- 
hol injection may be used peripherally or in the 
sensory root of the gasserian ganglion. Surgical 
section involves the same locations or/and the 
spino-ophthalmic tract. Radiation therapy may be 
applied to the gasserian ganglion and/or spinal 
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nerve roots. Surgical nerve blocks and radiation 
therapy should be done only by those familiar with 
the techniques, risks, and benefits involved. 


ASPERGILLUS EAR INFECTION 


To THe Eprror:—A patient has what appears to be, 
on culture, an Aspergillus infection of the ears. 
He has been to seven doctors, including special- 
ists in large cities, without help. Will x-ray ther- 
apy be beneficial? How often is aspergillosis 
pathogenic? What additional medication is in- 
dicated? M.D., Alabama. 


Answer.—Aspergillus is a common type of mold 
found in ears of patients with external otitis. It is 
believed to be a secondary infection and not the 
primary agent in most of these cases. Staphylococcus 
aureus and Pseudomonas aeruginosa are the usual 
causative organisms of the external otitis, with the 
Aspergillus as a secondary infection. Ear drops of 
sulfisoxazole otic solution, combined with careful 
cleaning of the external auditory meatus, is usually 
effective in these cases. If it is an allergic derma- 
titis, attention should be given to the allergic fac- 
tor. X-ray treatment is not as likely to be as helpful 
as careful cleaning and the use of an appropriate 
antibacterial medication. A 1% thymol concentra- 
tion in creatine as ear drops has been recommended 
as specific for the Aspergillus mold infection. 


VITAMIN AND MINERAL SUPPLEMENTS 

DURING PREGNANCY 

To rue Eprror:—What is the current status of vita- 
min and mineral supplements during pregnancy? 
Are iron and calcium supplements necessary with 
a well-balanced diet? M.D.., Virginia. 


AnswerR.—The level of nutrient intakes recom- 
mended by the food and nutrition board of the 
National Research Council for pregnant and lac- 
tating women can be attained through the use of 
properly chosen foods and without the addition 
of any dietary supplements. If any doubt exists as 
to the adequacy of the previous diet, it may be 
desirable to administer iron, calcium, vitamin D, 
and the B vitamins. Frequently, because of calorie 
restriction and/or inability to drink milk, iron and 
calcium supplements are prescribed. The need for 
these must be individually determined. 


PREVENTING PERSPIRATION 
ODOR IN SHOES 
To tHe Eprror:—Is there any procedure that will 
prevent or abolish the perspiration odor which 
leather shoes may acquire after prolonged use? 
M.D., California. 


ANswerR.—No way is known to deodorize leather 
once unpleasant odor has developed. However, the 
odor may be prevented from developing in the 
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first place. This involves daily care of the feet. 
Bacterial decomposition of body excretions has 
considerable influence on objectionable odors which 
arise in the axillas, groin, and on the feet. If one 
were able to wash frequently enough, this odor 
could be controlled. In a few persons, washing the 
area once a day is sufficient. However, in the ma- 
jority, a deodorant is necessary for complete con- 
trol. It is also well known that clothing which 
encloses the area develops an odor. For this rea- 
son, daily changing of socks will help the situation 
considerably. A number of foot deodorants con- 
taining antibacterial agents are available. If an 
adequate foot product cannot be found, a cream, 
lotion, or stick underarm-deodorant which con- 
tains an antibacterial agent can be used. 


LERICHE’S DISEASE VERSUS LeRICHE’S 
SYNDROME 
To THE Eprror:—What is the difference between 
Leriche’s disease and LeRiche’s syndrome? 
M.D., Michigan. 


ANnswer.—Correspondence received in the Stand- 
ard Nomenclature office reveals confusion be- 
tween the conditions known as Leriche’s disease 
and LeRiche’s syndrome. The terms are being used 
interchangeably, which results in erroneous classi- 
fication. Leriche’s disease is an acute bone atrophy 
developing at the site of injury or inflammation. 
The bone injury or infection must be specified with 
9 to indicate atrophy. LeRiche’s syndrome should 
be classified and coded 4616-942.7 Thrombosis of 
abdominal aorta (saddle-shaped) due to arterio- 
sclerosis. The thrombosis is usually lodged at the 
bifurcation. 


POSTPARTUM PSYCHOSIS 


To THE Epitor:—Is there some way to officially 
(that is, according to some standard nomencla- 
ture) diagnose postpartum psychosis? 

M.D., Ohio. 


ANsweER.—The term puerperal or postpartum psy- 
chosis does not represent a clinical entity. Studies 
have established that any psychosis may have its in- 
cipience during pregnancy or after childbirth. In a 
group of 83 cases studied, 51.8% were classified as 
dementia praecox, 42% as manic-depressive, and 7% 
as psychopathic personality. It is interesting that 
the complications of pregnancy and labor, such as 
puerperal infection and the toxemias, no longer 
play an important role in the causation of puer- 
peral psychosis. In the above group of patients, two 
had toxemias of pregnancy and two prolonged 
labors. The recurrence of puerperal psychosis in a 
subsequent pregnancy would depend on the diag- 
nosis and the response to therapy. These would 
likewise determine the advisability of a subsequent 


pregnancy. 
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TOXIC CHEMICALS IN ANIMAL FEED 


To tHE Eprror:—I would like to take exception to 
the answer given by an expert in the “Questions 
and Answers” section in THe Journat, Feb. 1, 
1958, page 554, regarding an animal feed ad- 
ditive which might cause dilatation of the 
pupils in workers mixing the feed. This is the 
disturbing part: “Lacking precise information, 
there is reason, cautiously, to suspect furazoli- 
done and nitrofurazone. The only basis for this 
suspicion is that certain other complex furan 
compounds are regarded as possible substitutes 
for atropine. Dilatation of pupils in itself may 
be relatively unimportant but may constitute the 
initial indication of far more significant damage.” 
It is believed, however, that neither of these nitro- 
furans, nitrofurazone or furazolidone, is respon- 
sible for this condition, for the following reasons: 
1. Nitrofurazone ophthalmic ointment and liquid 
have been on the market for a period of seven 
years, and apparently there have been no tre- 
ports of its causing pupillary dilatation in the 
world literature. 2. Nitrofurazone has been ad- 
ministered orally in about 50 individuals on an 
experimental basis for the treatment of testicular 
neoplasms. The dosage has ranged from 1.5 to 2 
Gm. per day up to 21 days, and pupillary dilata- 
tion has never been reported. 3. Furazolidone has 
been administered to over 300 individuals in 
doses of 400 to 1,000 mg. per day for periods 
varying up to 21 weeks, and mydriasis has never 
been reported. 4. In the production of these nitro- 
furans for 12 years, workers have been exposed 
almost constantly to these compounds five days 
a week throughout this period. These employees 
have been checked on a number of occasions, 
and never has a pupillary dilatation been de- 
tected in any of them nor has there ever been a 
complaint to this effect. 5. The consultant answer- 
ing this question stated, “The only basis for this 
suspicion is that certain other complex furan 
compounds are regarded as possible substitutes 
for atropine.” To my knowledge, the only furan 
derivative that has been tried is furtrethonium 
iodide, which is reported on page 176 of “New 
and Nonofficial Remedies” for 1953 as having a 
parasympathomimetic action and thus is a miotic 
rather than a mydriatic agent. 6. Both of these 
compounds, nitrofurazone and furazolidone, have 
been tested extensively in animals for toxicity as 
well as activity. This includes instillation in the 
eyes of animals. Pupillary dilatation has never 
been produced. In view of this information, these 
nitrofurans should not be incriminated in any 
way in the situation described by the questioner. 

Paul F. MacLeod, M.D. 

Eaton Laboratories 

Norwich, N. Y. 
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emotional disturbances 


dihydrochloride brand of thiopropazate hydrochloride 


@ effective 
@ well tolerated 


@ consistent in effects 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal proved to be well tolerated. Drowsiness and 
dizziness were the principal side effects reported by nonpsychotic patients, but 
in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and tension states 
one 5-mg. tablet t.i.d. or one 2-mg. tablet q.i.d. for mild states. 


e In psychotic conditions one 10-mg. tablet t.i.d. 
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Reducing patients can 


EAT ALL THIS 
EVERY DAY 


e+e AND LOSE WEIGHT SAFELY 


J.A.M.A., April 5, 1958 
CLASSIFIED ADVERTISEMENTS 


Advertisements under the following headings 
are charged at the rate of $7 per insertion for 
30 words or less: additional words 25¢ each. 


WANTED WANTED FOR SALE 
Assistants Situations Practices 
Physicians Nurses Hospitals 
Interns & Resi- Professional & Equipment 

dents Technical Aides Books 
Locations Apparatus 
Locum Tenens Books FOR RENT 
Partners Hospitals ABSTRACTING 


SEMI-DISPLAY ANNOUNCEMENTS 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.75 


ce See ‘or 30 words or less, additional words 30¢ 
each. 
BOX NUMBER ADVERTISEMENTS—a fee of 


45e is charged to have answers sent care of A.M.A. 
Count 4 words for box number instructions. 
Letters sent in care of The Journal are forwarded 
promptly. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


COMMERCIAL ANNOUNCEMENTS 
For classified advertisements of a commercial or 
| promotional nature, the rate is $9 for 20 words 
or less, additional words 30c each. For semi- 
display, $11.25 for 20 words or less; additional 
words 40c each. This rate is for each insertion. 
Box number charge same as personal ads. This 
applies to advertisements of firms or individuals 
in business such as: 

Publishers Manufacturers 

Printers Suppliers Resorts 

in fact, anything but personal classified ads. 


Insurance 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


PHYSICIANS AUTO DISTRIBUTORS—TREMENDOUS 
discounts; American makes; factory-dealer delivery: 
guaranteed; financing available; no trades. 341 Glad- 


ON THE DIETENE DIET 


stone, Kansas City, Missouri. 


OPHTHALMIC PLASTIC SURGERY EXPERIENCE 
for residents completing training or ophthalmologists in 
practice desiring more experience; special] interest plas 
tic ophthalmic surgery; assistantship to author of 
surgical eye text; precepteeship has now been continu- 


e Reducing patients eat much the same 
foods as other family members. No special 
foods, no special preparation. That’s why 
the DiETENE 1ooo Calorie Diet is easy to 
stick to! 


¢ Between meal DIETENE snacks assure 
adequate protein, vitamin and mineral in- 
take. Hunger is satisfied, not suppressed. 


¢ DIETENE costs so little—only 20c a day 
—less than the food it replaces. 


e FREE continuing diet service saves time 
for you and your office help . . . vet each 
diet sheet looks individually typed! 


DIETENE DIET IS BASED 
VIETENE 


ece @ vitamin- 
fortified Red 


PP 


NOT ADVERTISED TO THE LAITY 


Mail coupon for FREE 1-Ib. can DIETENE Reduc- 
ing Supplement and sample DIETENE Diet sheets. 


THE DIETENE COMPANY DA.-458 
3017 Fourth Ave. S., Minneapolis 8, Minn. 
1 would like to examine the Dietene Diet based on | 


DIETENE Reducing Supplement. Please send diet 
— one FREE one pound sample of INSTANT 


Address 
City 


Zone__ State. 


POST-RESIDENCY FELLOWSHIP 


DIRECTOR OF GRADUATE EDUCATION; 


GENFRAL PRACTITIONER 


WANTED IMMEDIATELY 


ous for seven years; duration each appointment six to 
twelve months; $600 per month. Write: Box 5672, % 
LA 


EXCELLENT OP 
portunity for individual seeking further training in 
pathologic anatomy prior to entering practice; one year 
a directed by Dr. Otto Saphir; stipend $4,800; 

ext opening July 1958. Apply: Medical Director, 
Mich: Reese Hospital, Chicago 16, Dlinois 


MIDWEST 
non-affiliated. For 


tox 5701, % 


ern hospital with large house staff; 
further details, if interested, contact: 
AMA. 


ASSISTANTS WANTED 
FULL TIME TO ASSIST 


busy physician of 50 bed hospital: salary Ist year 
with possibility of partnership; New York area; fast 
growing community. Box 5765 B, % AMA 

ILLINOIS — GENERALIST; OPERATING WELL 


equipped 21 bed hospital wants one or two young as- 
sistants ; home and office plus contract for $10,000 mini 
— yearly ; chance for growth with institution. Box 
5658 B, % AMA. 


ASSISTANT PHYSICIAN; 
experience tuberculosis 
full maintenance; salary 


tuberculosis hospital; Ohio; 
preferable but not essential ; 
open. Box 5665 B, % AMA 


PHYSICIANS WANTED 


PROGRESSIVE STATE MENTAL HOSPITAL IN VIR 


ginia has openings for physicians at all levels; appli- 
cants must have Virginia license or be eligible to 
take the Boards in Virginia; mnnees ranges are as 
follows: Junior physician—$8,4 year to $9,168 


$10, yr year to $11,472 


; staff physician 2 
$10, 992 per year to $12,528 


chief of service 


per y ; this 4,600 bed hospital is currently under 
going a building and remodeling program; opportuni 
ties for research. frite to: Dr. Juul C, Nielsen, MD, 


Superintendent, Petersburg, Virginia; send 
full resume with first letter c 
PHYSICIAN — INTERESTED IN PULMONARY DIS- 


eases for 170 bed state supported tuberculosis hospital; 
established 2 years; active surgical program; out patient 
service, X-ray laboratory; consultants in all 
branches; J citizenship and Alabama Medical 
License or ciigibiity therefore required; salary $8,500 
to $9,500 depending on qualifications; quarters to be 
made available. Apply: Medical Director, Sixth Dis- 
trict Tuberculosis Hospital, 800 St. Anthony Street, 
Mobile, Alabama. Cc 


(Continued on page 95) 
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Because it 
brings out more 
in every 


External view of bladder. 


Specify the new l6mm Kodak Pageant 
Sound Projector, Model SKS 


Every film has “extra” values—values 
you never see or hear unless you have 
quality projection equipment! 

This new 16mm sound projector is not 
only easy to operate, but amazingly pro- 
ficient. Its powerful amplifier gives you 
high output for best tonal quality. The 
baffled speaker is built into the lift-off 
side cover. The efficient optical system 
and 750-watt lamp assure brilliant 
screenings—needle-sharp, corner-to- 
corner. For speed and convenience, both 
reel arms are permanently attached, 
fold for storage without removing belts. 

Operates on 60-cycle AC at sound 
and silent speeds. Permanent lubrica- 
tion. Has film capacity of 2,000 feet. 
Complete in single case (33'4 pounds). 
Lists for only $429. 

For further information, see your 
Kodak photographic dealer or write 


EASTMAN KODAK COMPANY 
Medical Division 
Rochester 4, N.Y. 


List price is subject to 
change without notice. 
Neoplasm of bladder. 


Serving medical progress through Photography and Radiography 


93 
7 
hee 
al 
— 
2: °@ | 
« | 
‘ 
odak 


PROVEN 


41 hypertensive patients (grades III and IV) 
were treated with cryptenamine (Unitensen) 
and cryptenamine-reserpine combinations 
for periods up to 2 years. Alleviation of 
headache and palpitation, decrease in fre- 


quency and severity of angina and relief of 
dyspnea were noted. Cardiomegaly regressed | 
and funduscopic status improved in 60% of | 


the entire group. Twenty-eight of 41 patients 
had no side effects on cryptenamine alone 
and 10 of 17 had no side reactions with 
cryptenamine-reserpine mixtures. 


Cohen, B. M.: Abstracts of the 30th Scientific 
Session, American Heart Assoc., Oct. 25-28, 
1957, Circulation 16:868, 1957. 


PROOF 


a study of 15,841 
hypertensive patients 


no. of patients results per cent 
4,947 excellent 
8,332 good 


1,931 fair 12.2% 


30.6% 


52.2% 


731 unsatisfactory 46% 


515 side effects 3.3% 


The efficiency of any therapeutic agent 
should be determined “in the field” as well as 
in the ideal clinical conditions of hospital or 
institutional care. This is why Unitensen and 
Unitensen-R tablets were supplied to 1,478 
physicians in private practice to be evalu- 
ated under day-to-day office conditions. The 


results are tabulated above. A summary of | 


this study is available upon request. 


UNITENSEN 


each tablet contains cryptenamine 
(tannates) 2.0 mg. 


UNITENSEN-R 


each tablet contains cryptenamine 
(tannates) 1.0 mg. and reserpine 0.1 mg. 


Call your pharmacist for any additional infor- 
mation you may need. For economy, prescribe 


TONICS AND SEDATIVES 
eee 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


My Favorite Story 


One day during his presidency, Coolidge 
was sitting in the White House with some 
political cronies. 

The conversation came around to a dis- 
| cussion of the style of oratory effected by | 
| Senator Watson of Indiana. 

One man said, “Last week I heard Wat- | 


ents and he wound up by saying, ‘Now I | 
| have given you all the facts and you can | 
vote for me or go to the devil.’” 

Coolidge, who had been silent through- 
out the discussion, regarded the tips of his 
shoes and commented slowly, “That was a 
difficult alternative.” 

A lady shopping in the garden depart- 
| ment of a local department store noticed a 
strange object and asked the clerk what 
it was. 

“That’s a sun dial,” he told her and ex- 
| plained how the sun’s shadow moving across 
| the dial would indicate the time of day. 

“My,” she said, “what will they think of 
next!” 


Some weeks after receiving a $1,200 
check for the loss of her jewelry, an elderly 
woman informed an English insurance com- 
pany that she had found the missing proper- 
ty in the cupboard. 
|_ “I didn’t think it would be fair to keep 
, both the jewels and the money, so I think 
| you will be pleased to know that I sent the 
| $1,200 to the Red Cross.” 

e 

Around the Penatgon they tell the story of 
an Air Force pilot who was assigned to fly a 
hazardous mission over the jungle. He was 
given an escape and emergency kit to help 
him in case he crashed. He pointed to two 
vials in the kit, one filled with a colorless 
liquid and one with an amber liquid. 

“What are those for?” he asked the in- 
telligence officer. 

“They will help you to get out of the | 
jungle,” replied the G2 officer. “One is filled 
with gin and one with vermouth. All you | 
have to do when you are lost in the jungle | 
is to start mixing a martini. As soon as you 
start that, someone is sure to appear and 


son making a speech to a group of constitu- | § 


J.A.M.A., April 5, 1958 


... for adequate 
preparation prior to 
proctosigmoidoscopy’ 


FLEET® 


ENEMA 
Disposable Unit 


also for pre- and post- 
operative cleansing, 
and as an effective 
routine enema in 
hospital or home 


Anatomically correct rectal 
tube? extends just past the 
internal anal sphincter, min- 
imizes injury hazard. Each 
unit contains, per 100 cc., 
16 Gm. Sodium Biphosphate 
and 6 Gm. Sodium Phos- 
phate in hand-size ready-to- 
use plastic squeeze bottle 
with pre-lubricated tip. 
1. Crompacker, E. L., et al., AMA 
Arch. Int. Med., 98:314. 
2. Palmer, E. D., “Clinical Gastro- 
enterology” Hoeber-Harper. 


Cc. BS. FLEET CO., INC. 


Lynchburg, Virginia 


also makers of 


OIL RETENTION ENEMA® 
(FLEET) 


PHOSPHOSSODA 


(FLEET) 


start telling you that you don’t know how to | 
fix a martini. Then you ask directions to | 
the nearest town.” 


in 50's. 


Irwin, Neisler Co. Decatur, Illinois 


(Continued on page 96) 
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(Continued from page 92) 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGIST: assoc. in 560 bed hosp; East; 
present Chief plans to retire in a few mos. & Assoc. 
will succeed to — job: should have interest in tehng; 
$15,000 start plu 

MEDICAL binEcTOR: w/some formal trng in 

ry Py dm; Hawaii; $15 

OR MED. EDUCATION: ige. MW gent hosp, 
fully appr. within easy reach of advance work; ample 
cultural & civic activities; can be either Internist or 
Surgeon 

ENT: asst. qual. to perform newer types of ear & nasal 
sur HH My growing area in East w/plenty to do; 
$16,000 & bonuses 

GENERAL PRACTICE: assn w/45 yr old man in busy 
PP, having increasingly heavy surg service; appli- 
cants must be firmly convinced of advantages of orp 
pract; anticipated net of $12,000; MW county seat 
town on Wab ash River 

: full or part time; office; salary open; III. 

(a) pref w sub- trng in ‘allergy or hema- 
tology; clin; Ky; 
notch man; $1000 net start; can expect $30-$3 
win 2-3 yrs (b) to become prtnr of Surg; Minn; 
$12,000 ist yr w prtnrshp at end of that time (c) to 
assoc w/Cert Internist & Cert Surg w/intent of even- 
tual ore: Choo suburb; moving into own med 
bidg sprog 

NEUROSURGEON: (a) to form & hd dept in Ise MW 
orp est in 

H “ will depend on qual; 


sp 
; Ky town ‘of 15, et $15,000 ini- 
other benefits; prtnrshp 2nd y 


PEDIST: Chief pone Dept; excel ‘inte: $20,000 


; Offers lifetime assn 

HOL 0; East 
PEDIATRICIAN: ; college twn, to $12,- 
000 ; opptny for study & resrch (b) Clin; Ky; unusual 
opptny; % of profits ist yr w.min guar of $15,000, 
but actual earnings can exceed this figure; 
after | yr (c) 8-man clin est I! yrs; city of 16,000; 
close univ assn; not less than $1000—more depend 

on bekgrnd & exper 
PSYCHIATRIST: assn w/Cert man; NEng, | hr to NYC 

rs or 

“a) asst Cert man; guar of $18,000; 225 
indus city (b) assoc; 
; must be qual in isotopes & 
MUST have Fla to $15,000 ist yr w grad 


prtarshp 

sTUsee HEALTH: MW Univ of 6000 students; full 
time; about $10,000 

SURGEON: pret w/sub-trng in either chest or vascular 
= well-est (40 yrs) 12-man orp; mountainous re- 

on w/fishing and big game hunting easily avail 

TUBERCULOSIS: Med Dir; 97 bed hosp; Calif; incum- 
bent retiring; 5-days; salary open; furnished hse 
avail 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


WITH PSYCHIATRIC TRAINING OR 
experience wanted for fifteen huadred bed 
hospital; applicants should be graduates of accredited 
American or Canadian medical schools; monthly salary 
so00 to $1,150 with moderate rent charged for furnished 
three bedroom house; vacation, sick leave and retire- 
ment plan; hospital located within day's drive of all 
recreation areas, in northwest. Address; 
Rastern Oregon State Hospital, 


PHYSICIANS 


Pendleton, Oregon Cc 
DOCTOR WANTED—FOR A RAILROAD 
Employees’ Hospital in Missouri; good salary plus 
room and board; excellent training for general practice; 
good surgical service and a large outpatient 
foreign graduates must be certified or have a license in 
some state. Apply: W Gollings, Superintendent, 
Wabash Employes’ Hospital Association, 360 East 
Grand Avenue, Decatur, Llinois. Cc 


RESIDENT 


PRACTITIONER—WIDOW OF 
Visconsin; city 5,000 surrounded by 
wealthy farming area population 25,000 radius 
miles; only four doctors; office fully equipped; two 
examining rooms, refraction, drug and X-ray rooms; 
electrocardiogram, diathermy: office space and patient 
potential could serve more than two doctors. Box 
C, % AMA. 


GENERAL 
northeastern 


WANTED — BOARD CERTIFIED OBSTETRICIAN 
gynecologist for full time hospital practice in profes- | 


sional care prorgam of the Miners Memorial Hospitals; 
starting compensation $18,000 to $20, ; progressive 
pay scale. For details, address: The Clinical Director, 
Miners Memorial Hospital Association, 1427 Eye Street, 
N. W., Washington, D. C. c 


ATTENTION—DOCTORS INTERES 
suite in the Santa Clara Valley at the Valley Profes- 
sional Building; centrally located, near hospital; five 
dentists already practicing in the building; 
off street parking. Write: Dr, John E. ohns, 
Santa Clara, Los si Road, San Jose, 
or phone, Cherry 8-113! 


WANTED—BOARD CERTIFIED PATHOLOGIST FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $20,000; progressive pay scale. 
dress: The Clinical Director, Miners Memorial Hospital 
Association, 1427 Eye Street, N. W., Washington, 


1360 


PSYCHIATRIST 
clinie of Niagara County; population over 200,000; 
licensed in New York State; salary $15,000; Monday 
through Friday; clinic has psychologist and two social 
workers. Apply: William G. Ferguson, MD, Niagara 
er Mental Health Board, Niagara Falls, New 


PEDIATRICIAN—CALIFORNIA; TO TAKE 
growing young practice in beautiful coastal city of 
10,000; nothing to buy except small amount of supplies 

% AMA 


and equipment tox S767 C, 


2nd in dept; real potential wr Se. } 


"14 in Univ center; good hosp facil (b) assn | 


full prtar | 


$25,000 net w/full prtnrshp | 


mental | 


Superintendent, | 


clinic; | 


DOCTOR ; | 


5784 | 


TED IN MEDICAL | 


plenty of | 


California, | 


For details, ad- | 


DIRECTOR WANTED—FOR ADULT | 


OVER | 


carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 


AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. 


DURING THE DAY — Desenex Powder (zincundecate) — 114 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, + 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST 
for full time hospital practice at the Memorial Medi- 
Williamson, West Virginia; starting com- 

; progressive pay scale. For details, 

linical Director, Miners Memorial Hos- 

Association, 1427 Eye Street, N. W., 


FRESH AIR SOCIETY SEEKING PHYSICIANS FOR 
two children’s summer camps located near Holly and 
Brighton, Michigan; dates from June 24 through 
August 24; accommodations for families available; two 
or more doctors can share summer excellent salary 
Address inquiries to: 9999 Broadstreet, Detroit 4, 
Michigan 


WANTED — YOUNG GENERAL 
graduate of approved medical school; for association 
with another young practitioner; financial opportunity 
excellent in a stable community; 80 miles from Chicago; 
Illinois license required; will start on percen 
much to your advantage over salary. Box 
AMA. 


PRACTITIONER ; 


5753 C 


WANTED—CAMP PHYSICIAN; 
Wisconsin North Woods; boys camp: July and August; 
physician with wife who is nurse acceptable; opportu 
nity for pleasant summer; access to all recreational 
facilities. Phone: Ardmore 1-6610 or write: 2737 Catalpa 
Street, Chicago 25, Dllinois Cc 


37-YEAR-OLD GENERAL PRACTITIONER IN SMALL 
college town in southwest; desires partner, associate, 
or employee. Box 5752 C, © MA. 


EAGLE RIVER OR 


Belleville 9, N. J. 


PD-71 


GENE RAL ge ACTITIONER—NEW CLINIC; FOREST 
Park; 20 niles me wth Cincinnati: 3,000 population 

50,000; new air-conditioned office 
privileges; part-time specialists; 

partnership available 


increasing to 
dence; hospital 
remuneraton; future 
% AMA 


WANTED—YOUNG MD FOR SURGICAL ASSISTANT 
and also general practice in 16 man medical group; 
this is a one or two year appointment beginning July 
1, 1958; and is a good opportunity to obtain training 
under qualified men. Write giving resume and salary 
expected to: Box 5756 C, % AMA. 


WANTED—BOARD ELIGIBLE OR CERTIFIED PSY 
chiatrist as associate in busy private practice with 
toard psychiatrist; excellent opportunity for the right 
man; near Cleveland, Ohio; give all personal and pro 
Feoshona) details in reply; opening for June, 1958. Box 

782 C, % AMA 


PHYSICIAN—TO TEST ETHICAL DRUG FOR LOCAL 
treatment of psoriasis in the course of his practice; 
clinical before and after photographs needed; compen- 
sation for services provided. Write: Frederic Damrau, 
MD, Medical Research Consultant, 247 Park Avenue, 
New York 17, New York c 


RADIOLOGIST WANTED FOR 
modern hospitals in the southeast; 
conditions ; modern, equipment and 
costs. Box 5769 C, % AMA 


THREE SMALL, 
excellent working 
inexpensive living 


Continued on 99) 
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Metamucil’ does 
BOTH! 


In constipation, Metamucil pro- 
duces soft, easy stools and stimu- 
lates gentle peristalsis. Metamucil 
HYDRATES fecal matter by adsorb- 
ing and retaining water within the 
stool. In this way it prevents hard 
feces from forming, and it adds to 
the intestinal residue a soft, plastic 
bulk which sTIMULATEs the normal 
reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydro- 
philic mucilloid with dextrose. 


SEARLE 


TONICS AND SEDATIVES (Continued) 


Poetry Corner 
I walked a mile with pleasure. 
She chattered all the way. 
But she left me none the wiser, 
For all she had to say. 
I walked a mile with sorrow. 
Not a word said she. 
But, oh, the things I learned, 
When sorrow walked with me. 


Did You Know That? 
The color of lobster’s blood is white. 
How It Started 


From time to time in this column, we 
will run features on how a custom or a 
belief originated. 


Why King Arthur’s Table Is Round 


King Arthur’s table was originally rec- 


|tangular, according to legend, but one | 


Christmas the knights began fighting over 
| which of them should sit at the head of the 
table. King Arthur became angry and killed 
all the male relatives of the men who started 
the fight and cut off the noses of the women, 
and then, to avoid future squabbles over 
knightly precedents, King Arthur had a 


sit higher up the table than anyone else. 


first used bells in the Clepsydra, which 
rang a bell or cymbal. From this the Romans 


processions. 

When the Romans became Christianized, 
the procession bells were used to call the 
citizenry to church. 


Quotes of the Week 

Man is a reasoning, rather than a reason- 
able, animal. 

Worry kills more people than work be- 
cause more people tackle it. 

Make yourself indispensable and you will 
move up. Act as though you are indispensa=" 
ble and you will move out. 

The nice thing about money is that it has 

such a wide circle of admirers. 

Business is a combination of war and 

sport. 


giant round table built where no one would | 


ZINE 


| 
Bells were first used to call people to 
church in early Roman times. The Romans | 


measured time by the flowing of water. || 
Each time an hour passed the contraption | | 


came to use bells to summon the people to | 
the community baths, and also to announce | | 


(Continued on page 98) 


Boftens hard, dry 


ys ols naturally 


Dose: 1 or 2 Tbs. 
daily in formula 
or milk. 
FORMS 
Liquid and Powder 
KNon-diastatic barley malt extract 
neutralized with potassium carbonate 


Canada: 
CHEMO-ORUG 
COMPANY LTD., 
TORONTO 


BORCHERDT Co. 
217 N. Wolcott Ave.,Chicago 12, Ill. 
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ACA, BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
GRADUATING, paATeE 
+ CLASS + 
SCHOOL B E 
Promotes 
| 
non-habit forming 
clinical use 
if 
Samples chet at 


In Upper Respiratory Infections, Gantrisin is a therapy 


of choice when bacterial complications are present or 
suspected because it produces effective antibacterial 


levels in blood plasma. In addition, its use does not cause 


fungal superinfection. 


= 
er 


jantrisin. is useful — particularly for children — in influenza 
sequelae, pneumonia, tonsillitis, bronchitis and other nonspecific 


respiratory infections. 


Gantrisin offers the advantage of an effective antibacterial with 


high solubility and little danger of renal complication. 


Supplied: Tablets 0.5 Gm, bottles of 100, 500 and 1000. 


ROCHE LABORATORIES 
DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10 + 


Gantrisin® — brand of sulfisoxazole 


omens 
tah } 

og 

J. 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 


| 


AGGRAVATES... 


DERMATITIC CONDITIONS 


Soap, because of its high alka- 
linity, can be a primary cause of 
skin irritation. Or it can aggra- 
vate a dermatitic condition al- 
ready present. . . make it worse 
... and even prolong it. Lowila 
is soap free . . . does not contain 
alkali, fatty acids or perfumes. 
Lowila cleanses tender or der- 
matitic skin without irritation 
. Maintains the normal acid 
mantle of the skin. . . creates an 
environment favorable to ther- 
apy and normal healing. 


Lowila should replace your 
patients’ regular bar soap for 
washing, bathing and shampoo- 
ing. It easily works into a rich, 
gentle lather in both hard and 
soft water. 


Soap irritation wastes sound 
dermatologic therapy... 
recommend Lowila cake. 


WRITE FOR SAMPLES 


WESTWOOD PHARMACEUTICALS 
Division of Foster-Milburn Company 
468 Dewitt Street, Buffalo 13, New York 


to cleanse 
without irritation 


TONICS AND SEDATIVES (Continued) 


We owe the two worst inventions of 
humanity to the Middle Ages: gunpowder 
and romantic love. 


A capacity for self-pity is one of the last 
things any woman surrenders. 
Few things are harder to put up with 
than the annoyance of a good example. 
a 


Anecdotes 


A man walked over to his golf bag and 
pulled out the club he wanted after hur- 
riedly scanning the distance. 

“You're going to use a putter 350 yards 
away?” asked the caddy in surprise. 

“Listen,” said the man, “when I want a 
surveyor, I'll ask you.” 

The woman went into the gun depart- 


ment. “I'd like to buy a revolver for my 
husband,” she said. 


“Did he tell you what kind?” asked the | | 


clerk. 
“I should say not! He doesn’t even — 
I’m going to shoot him.” 
} 

Artur Schnabel used to play impromptu | 
home programs with Albert Einstein. One | 
day Schnabel detected a glaring error in 
Einstein’s meter. 

“No, no, no!” he shouted. “Albert, can’t 
you count? One, two, three, four!” 

The critic, a naval reserve officer, was 
called to the colors and given command of | 
his own ship, which he ruled with an iron | 
hand. At night, when all was quiet, he 
would stand on the bridge and think of all 
the shows he was missing. 

On one such night, the quartermaster 
came bursting out onto the bridge. “Sir, the 
crew is acting badly.” 

The captain stared at him and thought 
about all the magnificent productions about 
the sea where this identical situation had 
arisen. 

“You, my good man,” he said, “are no 
Barrymore either!” 


J.A.M.A., April 5, 1958 


HANSON 
DIETETIC SCALE 


The standard diet scale of the medi- 
cal profession for controlled diets. 
R g dial eli computation 
as each item of food is added on the 
serving plate. 

Capacity 500 grams by grams, 
steel white enamel 

body, easy to clean. 


Model 1411 (illus- 
trated) has glass 
protected dial, 
price $16.50. 
Model 1440 en- 
amel dial, price 
$12.50. 


See your 
Suppiy House 

HANSON 

SCALE CO. 


Est. 1888 
Northbrook, Illinois 


--- THE PALMS --- 
Competent Ethical Services For 
EXPECTANT MOTHERS 
OBSTETRICIAN ON DUTY 
espondence Confidential 
Rates Reasonable Terms if Desired 
ork Available 
Adoptions Juvenile Court 
WRITE OR PHONE 
6900 Van Nuys wid. . Ste. 2, Van Nuys, Calif. 
STATE 0-0266 


SPECIAL INTRODUCTORY OFFER 
fo doctors just starting 
in practice! 


By taking advantage of our Spe- 
cial Introductory substan- 
tial savings can be ‘made in 
organizing the business side of 
your practice. WRITE for Intro- 


COLWELL 
ductory Offer Information today. 


| COLWELL PUBLISHING CO. 


—3D. S. | 236 UNIVERSITY AVE. 


CHAMPAIGN, ILL. 
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The 
Medical 
Bureau 


900 North Michigan Avenue Chicago 


ADMINISTRATION: (AA78) Dir., med. education; gen. 
hosp. embarking upon long range program, intern & 


res. training; Calif. 

ALLERGY: (¥23) Assoc., priv. pract; Calif. 

ANESTHESIOLOGY: (BI!) Chief, dept, new gen. hosp., 
serving indus. group; So; $20-$25,000 

ee LOGY: (022) Head, newly created dept, 14 

qroup: town 30,000, near Chicago. 

GENERAL P RACTICE: (F38) , 2 GPs; young GP 
with no surg. interests or older man, . FACS, 
not int. busy pract; coastal town, 

Ass'n, Board surg. & ob-gyn, Board elig; tow, 65,- 
000, suburb med. school city, teh’g oppor; early part- 
ner, So. (F40) Ass'n, with GP tong estah'’d town 10,- 
000, Wis; partner. (F41) Ass'n 2 estab. MDs; cen. 
pract. including OB, surg., indus. work; small town 
—_ Salt Lake City; partner oppor. (F42) Full time 
post; Fla; $12,000, incl. home, all utilities. 

INDUSTRIAL MEDICINE: (G67) Phy. int. in practicing 
in tropics, qual. in ; . pract; well 
equipped 250 bed hosp; g 

INTERNAL MEDICINE: (H40) a, Board internist, 
estab. new group; rapidly growing ideal res. area in 
N. J., within 45 min. NYC; fine hosp. facilities; full 
partner. (H41) Ass'n, group of 5 internists; busy 

. ( ) ssn, ypertension med. ept, 
Ry ag Skin graft donor site after 2 weeks’ treatment with... 
cardiovascular renal diseases; med. schi city, MW. ° 
(H43) cl. & pes petrolatum gauze-still FURACIN gauze— 
major Amer. co; pref. Dipl; substantial sal., Fed. tax 
2 wr contrasts. largely granulation tissue completely epithelialized 

INSURANCE MEDICINE: (X19) Staff oppor., long 
estab., renowned co; duties consist of seg med. as 
one does in priv. pract; generous benefits; univ. city, 


(E82) Dial. of to aoe, with wall OBJECTIVE EVIDENCE OF 


estab. EENT man; age 65; with idea of taking over 
practice after reasonable length of time; Oregon. 


E83) Ote., H 65,000, 
Mw: auarintee mine 915,000; after" partner EXCELLENT WOUND HEALING 
el. supery MDs: excel. 250 bed was obtained in a quantitative study of 50 enor sites, 
partner a each dressed half with FURACIN gauze, half with petrolatum 


yr 
Board 1 ‘ 
gauze. Use of antibacterial FURACIN Soluble Dressing, 
7 cl. & hosp. serving indus. ith i luble b Ited i id d 
PATHOLOGY: dept. 315 bed gen. hosp; ex- with its water-soluble base, resu in rapid an 


panclon prog. will, increase to 468; coll. town. complete epithelialization. No tissue maceration occurred 


bined ty, 210 beds; $15,000; after 3 
$18,000; $25. 000 iter Ist in FuRACIN-treated areas; no sensitization was reported. 
PESTA rrics: (M41) Ass'n, pea. well yo. 
c rtner. ) . 
pt r : new el. "hide, hosp: rapidly Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145 :169, 1957 
of wor or $18,000. 
: (P82) inical dir., small psy. hosp; oppor. tor 
press: Orel. ane tet, Celt. (Pes) FURACIN®. . . brand of nitrofurazone 
sy ir, parent-cht guidance c sponsore y 
Srominent organ; would have oppor. te set up actual a broad-range bactericide that is gentle to tissues 
RADIOLOGY : as he chooses; ,000, 


spread FuRACIN Soluble Dressing: FURACIN 0.2% in water- 
TUBERCULOSIS. (v2) Med. dirs 200 he By Th hosp: out- soluble ointment-like base of polyethylene glycols. 


side US 
UROLOGY, sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 


base of water-soluble polyethylene glycols. Shaker-top vial. 


Burneice Larson oinector spray FuRACIN Solution: FuRACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


DERMATOLOGIST WANTED BOARD QUALIFIED; 
prefer recent graduate or one finishing training this 
June; busy office with Board Germatologist in large EATON LABORATORIES, NORWICH, N.Y. 
midwestern city; university dermatologic training center; a 
salary $12,000 per year with one month's vacation. Box Nitrofurans—a NEW class of antimicrobials— 


5796 C, AMA. 
% neither antibiotics nor sulfonamides 
WANTED--YOUNG PHYSICIAN TO DO MOSTLY 
pediatrics and obstetrics in busy two man group; 
air-conditioned office; busy practice; salary for first 
year $12,000; partnership after first year; practice now 
nets $114,000 per year; one of lowa's largest cities. 
Box 5745 C, % AMA 


LICENSED PHYSICIAN FOR SMALL SELECT BOYS 
camp in Maine for eight weeks beginning June 30th; | DERMATOLOGIST—-WELL ESTABLISHED IN MID- GENERAL PRACTITIONER WANTED-—TO TAKE 
excellent recreational facilities; salary for eight weeks western city of 100,000 desires qualified younger associ- over small town practice in northern Indiana; 50 
is $500 plus maintenance; doctor-nurse team accept- ate; later partnership contemplated; give personal data, miles from Chicago; combined home and office; good 
ght; nurse salary is $400 for eight weeks. Box 5739 C, professional background and financial requirements in hospital facilities; can gross $40, 000 yearly; financial 

AMA. first letter. Box 5738 C, % AMA arrangements fle xibie. Box 5744 C AMA 


WARD PHYSICIAN—MEDICAL SERVICE: 156 BED | OTOLARYNGOLOGIST WANTED—SOUTHERN OHIO WANTED —- GENERAL PRACTITIONER; SIX MAN 
GM&S hospital; salary . jo $12 clinic; partnership after the first year; Board Certified group; in beautiful Black Hills; office and car fur 
upon qualifications ; i " or Eligible; excellent opportunity; in rapidly crowing nished ; $10,000 with fringe benefits; immediate opening 

i Manager, Veterans area; very good hospital facilities. Box 5740 C, Write: Homestake Hospital, Box 877, Lead, South 
Administration Hospital, Amariilo, Texas. c AMA Dakota Cc 


WANTED — GENERAL PRACTITIONER IN SMALL | FLORIDA GROUP OF SPECIALISTS DESIRES IN- | PEDIATRICIAN TO ASSOCIATE WITH BOARD MAN 
progressive town and surrounding rural area; 45 bed ternist, trained GI fluoroscopy and x-ray interpreta- in Florida; plans not necessarily immediate; but even 
nursing home, boarding school, homes available. For tion; ~repe oes financial, personal satisfaction; beauti- tual opportunity for equal partnership; must be certified 
information: Business Men's Association, Beaverville, ful area; Florida license specntiel modern clinic or Board eligible; qualifications and description in first 
Hlinois C | building, all facilities. Box 5741 C, % AMA. letter to plan interview. Box 5746 C, % AMA 


WANTED—AMERICAN BOARD SPECIALISTS; PHY. | WANTED—GENERAL PRACTITIONER with ANES- | County, oppor: 
sicians interested in group or private practice: teachin thesia experience; seven man group practice; $12,000 tunity for private practice in rapidly growing commu- 
research, public health or industrial medicine; Nationa net salary guaranteed for first year; pronresastve per- ni od from New York City; new medical arts 

and international services. Our 62nd Year. Woodward centage of profit until equal share. Contact: L building. Box 5786 C, % AM s 

Medical Bureau, 185 N. Wabash Avenue, Chicago. C Andrus, MD, 620 Broadway, King City, California, G 

WANTED—PHYSICIAN; MALE OR FEMALE; FOR | ANESTHESIOLOGIST—PRIVATE PRACTICE; EIGHTY ate with three man group with extensive practice in 
private Michigan co-educational summer camp; also bed hospital; excellent opportunity for mode e sized rapidly expanding northern Virginia; permanent assoc 
registered nurse needed; 8 weeks; state salary needs, growing practice; personal interview will be required; iation with partnership opportunity, Box 5763 C, 
Write: Lake of the Woods Camp, 8741 8S. Cregier, send complete details to: P. O. Box 648, Santa Maria, AMA 
Chicago, Illinois. Cc California. Cc 


WANTED — BOARD CERTIFIED PEDIATRICIAN: 
BOARD QUALIFIED OR Kusete.s INTERNIST JOIN | WANTED — PEDIATRICIAN TO JOIN ILLINOIS full time group practice in eastern Kentucky; $18,000 
curgeee Illinois city of 45,000; new air-conditioned group of 14 men in town of 35,000; prefer recent grad- to start. Box 4993 C, % AMA. 
building: excellent tactlitiens salary $12,000; early uate Board Eligible or Certified ary dependent on 
partnership; no investment. Box 5758 C, % AMA. training and qualification. Box C, % AMA (Continued on next page) 


| 


High Note in Infant Nutrition 


Gerber High Protein Cereal offers extra nutritive value through 
its high protein content. It’s 35% protein — derived from a well- 
balanced blend of oats, wheat, soya and yeast. Like all Gerber 
Baby Cereals, it’s enriched with iron, calcium and B-vitamins — 
is pre-cooked and ready to serve with milk 

or formula. Unusual, nut-like flavor is well Gerber 
accepted by both babies and toddlers. 


Gerber. High Protein Cereal 


(Continued from preceding page) INTERNIST — TWO WANTED; MILITARY OBLIGA- 


tion fulfilled; association with group; East Texas city 

inal - of 10,000 population; serving an area of 50,000; gooc 

Certited: for year starting Salary; partnership opportunity if satisfactory. 
ship to follow; 50 miles from New York City in growin Box 5783 C, % AMA. 


industrial, residential area; send full details in firs 7 oN 
letter. Box 5789 C, % AMA. WANTED—GENERAL PRACTITIONER FOR LARGE 


rural area; south central Kansas; unopposed practice; 
preferably with surgical experience; to | be 4 an 
in general practice in the San Joaquin Valley, WANTED—RADIOLOGIST; QUALIFIED IN ISO- 
fornia; salary first; partnership later. Box 5779 C, opes ; $20,000 first year; full partnership five years; 300 
%o AMA. bed hospital; consultant Veterans Administration Hos- 
% A. 


pital; private office; midwest. Box 5773 C, 
GENERAL PRACTITIONER — CALIFORNIA; ASSO- 
ciate three months at $1,200 per month; then percentage GENERAL PRACTICE — ESTABLISHED 17 YEARS; 
or independent basis as desired; ten miles from coast. gross income more than $56,000 last year; specializing: 
Helen Buchan, Continental Medical Bureau, Agency, may start on salary. Main Post Office, Box 1768, San 
510 W. 6th Street, Los Angeles 14, California. c Diego 12, California. c 
DOCTOR WANTED — FOR THRIVING SAN FRAN- to join surgeon in southwest area; immediate full 
cisco-Oakland area of California; new medical-dental partnership; estimated yearly income $24,000. Box 
building —_ general practitioner and specialists; 5768 C, % AMA. 
suites available at once; six months free 4 
5781 C, % AMA. free rent. Box | WANTED—STAFF PHYSICIAN; FOR INSTITUTION 
- nternship; between ages 28 anc no Florida license 
SAN required for 2 years; unfurnished quarters as part 
: s hd months; aiso per- compensation; salary $7, 500 to $8,000 depending upon 
manent positions that area. Helen Buchan, Continental qualifications. Apply: Dr. C. H. Carter, Chief Physi- 


Medical Bureau, Agency, 510 W. 6th Street, Los An- cian, Sunland Training Center, P. O. Box 508, Gaines- | 


geles 14. c ville, Florida. 


J.A.M.A., April 5, 1958 


OUR 62ND YEAR 


WooDWARD 
Prsonrol Bureau 


FORMERLY AZNOES 


3rd 18S N. WABASH AVE. 
CHICAGOe| 
ANN WOODWARD Dixectoly 


of the counseling Avurtee to 
the medical Aerwing medicine 
with distinction over half a cantwy- 


GENERAL PRACTICE: (u) Assn w/Cert surg & intern- 
ist; to $12,000; vicinity San Diego, Calif. (v) Assoc 
w/GP, successful pract; 200 bd JCAH hsp; $12,000 
ist yr, then full prtnr, MW. (w) GP, interes’d surg, 
take over estab’d pract; guar $12,000; 
time staff; out-patient clinic; 700 beds; 

MW; (y) Assn w/hgly qual, 
$12,000, car expenses; tuli prtnr 3-5 
mit Long Island. 

INDUSTRIAL, "MEDICINE: (g) Med dir, heavy indus; 
3500 emplys, ineres’g 5000; Prev Med prog; well- 
equip’d med dept; pref internist; to $15,000, fringe 
benefits; SE. (h) Qual hd indus dept; 9 man orp 
(5 Dipis); able handie minor trauma & closed frac- 
tures; So-Calif. (i) Qual dir med dept, regional food 
rocessing plant Ige co; 2000 empl; $12-13,000; Ohio. 

INT yo? MEDICINE: (d) Yng Internist to assoc 

w/Bd. Cert, Int; Irge, successful pract; facils 3 hsps; 
ost prof, Med, univ med schi; Texas. (e) W/res just 
completed; assn w/Bd internist, grad Western Reserve 
°49; busy pract est "50; $12,000; prtnrshp; Ohio. (f) 
Bd Qual w sevi yrs pract; Fi assn; oppr $20,000 ist 
H : time o 


subspec trng in cardio, 
rheumatology or chest; assn 40 man grp; $12,000 
base; $1000 for each yr of spec trng; $500 each yr of 
pract & $1000 for cert; increases to $25,000; rec- 
ommended; E. 

OB-GYN: (t) Assn w/2 well-est’d Bd Ob-gyns, FACS; 
now opening branch ofc; twn 25,000 on ocean; $12,- 

%, $20-30,000 min, resp 2nd & 3rd yrs; 

. (u) Chief depts, new hosp & clinic serv- 

indus group; if Board, $20-25,000; So. (v) 

Assn w/Bd ob-gyn in 13 man orp, mostly cert or 

Bd elig & serv on univ faculty; sevi med schis; MW. 

| ORTHOPEDICS: (g) Hd dept; new post; expansion prog; 
very substantial financial arrangements; Houston, 
Texas. (h) 15 man orp; assoc, = ortho (2 others, 


; equiv $12,000; sal f firm, 2 at: 
dept, estab’d 12 man orp; twn 50 
nr Los 

PATHOLOGY: (m) Dir dept, fully apprv’d 275 bd hosp 

w excel cancer prog: about $35,000; So. 

w/ distinguished path, assoc prof, path, 

oppor ultimately taking over one of the largest priv 
practices in entire state; delightful city; warm cli- 
mate. (0) Dir dept, fully apprvd 275 bd hsp w. excl 
cancer prog; about $35,000; So. 

PEDIATRICS: (n) Assn w/2 Bd ped: i4 man orp (11 
Dipis, 3 Bd elig); oper as prtnrshp: Ige city; med 
schi cent; PacNW. (0) Hd dept, 8 Bd men est ‘40; 
outstand’g facil; sal open; prtnr 3 yrs netting $25,- 
000; attrac twn nr univ med centr; MW. (p) Assn, 
w/Bd ped; acad member; $12, 000 theres’g to $25,000 
time; ige city: SW. 

GY: (n) Qual hd depts, arp 15 Dipts & ape bd 
‘d; oppor faculty appt; $15-$25,000; 

d rad; direct’g 

separate 


tope trng: $18,000 then prtnr; highly recomm’d 

(p) Full-time Rad; 1 JCAH hsp; guar $14-16, 

mere: serve nr-by hsp part- time. 

SURGERY: (c) Surg qual do gto: assist in form’g smi 
orp to be estab’d in & act as staff of 50 bd apprvd 
hsp; can net to $25,000; no invest: SE. (d) Bd Qual 
surg w/min, 2 yrs exp in pract; grp assn; oppor $20, - 
000 Ist yr; So. Calif. (e) Assn, 8 man orp, Dipls, 
180 bd hsp serv’g indus organ; outstand’g facil; $12, - 
000; coll twn 100,000; W. 


| PLEASE SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 

We offer you our best endeavors—our integrity—our 62 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


| PS YCHIATRISTS AND RESIDENTS GRACIE 
Square Hospital, a 232 bed private psychiatric hospital 
now under construction in east Midtown Manhattan 
will have complete psychiatric, medical, and surgical 
facilities for the active, comprehensive treatment of all 
psychiatric disorders; completion scheduled for about 
October, 1958; prefer applicants with New York licen- 
sure; approval of residency training program is ex- 
pected; salaries individually arranged. Write: Leonard 
Cammer, M.D., 123 East 72nd Street, New York 21, 
New York. Cc 


WANTED — GENERAL PHYSICIANS — UNDER 35 
years of age; full time hospital practice; opportunity 
0 develop in professional care program of 10 Miners 
Memorial Hospitals; full time positions oe starting 
compensation at the rate of $12,000 per year; 
sive pay scale; for appointment July |, 1958: 
ity for licensure in Kentucky, —— ia or 
ginia required. For details, addre The C 
rector, Miners Hospital Association, 1427 Eye Street, 
N. W.. Washington, D. C. 


COMMUNITY IN NEED OF MEDICAL DOCTOR; THE 
community of Mount Jewett, Pennsylvania; half-way 
between Buffalo, New York and Pittsburgh, Pennsyl- 
vania; is in need of a general practitioner; excellent 
opportunity for doctor; hospital facilities nearby; pop- 
ulation 1,800 with 10,000 inhabitant surrounding area. 
For further information, contact: Allan Phillips, Sec- 
retary, Chamber of Commerce, Mount Jewett, Pennsyl- 
vania. Cc 

WANTED—BOARD CERTIFIED PEDIATRICIAN FOR 
time group eastern Kentucky; $18,000 

start. Box 5532 C, MA. 


(Continued on page 102) 
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There is a form 
| of short-acting 
eed* in 
barbiturate 


PHYSICIANS ASKED 


FOR ULTRASOUND 


Wane To 


BURDICK UT-4 
PORTABLE 
ULTRASONIC UNIT 


“Two years ago, the ratio of 
orders coming into our depart- 
ment from physicians specifying 
ultrasound compared to other 
conventional modalities was 
1:15. In December, 1956 that 
ratio reversed itself to 3:1 in 
favor of ultrasound.”’* 


These figures are impressive be- 
cause they represent referred cases, 


not indiscriminate use by one person. 
Ultrasound’s value has been proved in 


clinical use. 


Burdick offers you an even greater 
proof of its effectiveness: a free trial 
demonstration of our UT-4 portable 
or UT-1 office model. You’ll find de- 
pendable performance and ease of 
operation. 


J.A.M.A., April 5, 1958 


PSYCHIATRISTS 


California offers attractive opportunities in 
its State mental health and rehabilitation 
programs. Choice of location in many mod- 
ern facilities. 


No written examination. Employment in- 
terviews on first and third Tuesdays of 
each month in Los Angeles and San Fran- 
cisco; interviews in April in such cities as 
Chicago, New York, Washington and 
Boston. 

Three monthly salary groups: $950-$1050; 
$1000-$1100; $1100-$1200. Annual merit 
increases, liberal retirement plan, and 
other benefits. 


Write Medical Recruitment Unit 
State Personnel Board, Box F 
801 Capitol Avenue 
Sacramento 14, California. 


* Figures faken from article by Kenneth 
Phillips, M.D., F.A.C.P., in GENERAL 
PRACTICE, The Medical Journal of the 
West, March, 1957, 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK * CHICAGO * ATLANTA 


Dealers in all principal cities 


PSYCHIATRIC HOSPITAL SUPERINTENDENT—AP- 


ANESTHESIOLOGY—WANTED; GRADUATE CLASS A 


GENERAL PRACTITIONER—WANTED FOR ACTIVE, 


WANTED — GENERAL PRACTITIONER; CLINIC 


(Continued from page 100) 


a invited for the superintendency of outstand- 
ng state mental hospital located in college town; close- 
ly associated with the ——y in its well rounded 
treatment, active research and teaching program; has 
tient ratios in America; 
jar 000 to 000 ; 

5697 €, AMA. 


inquiries considered confidential. 


medical school; American Board eligible; for full time 
position as instructor, southeastern medical college; pri- 
mary duties: clinical anesthesia and supervision of 
residents; salary: $10,000 to $12,000, depending on 
qualifications; opportunity for advancement; social se- 
curity benefits; State Teachers’ Retirement; hospitali- 
zation and life insurance. Box 5671 CC, % MA. 


interesting practice in town of 1,500 in northwest Ohio; 
excellent hospitals nearby; open staff; schools and 
churches good; complete office equipment may be pur- 
hased, EKG; x-ray, ultrasonic, laboratory facilities 
exam and office equipment; should gross $25,000 first 
year. Box 5622 C, % AMA. 


practice; West Virginia license required; hospital with 
staff oprivilese available; county seat; Starting salary 
3! 000; one month vacation; early partnership. Box 
736 C. % AMA. 


PHYSICIANS WANTED 


TO WORK WITH 


4a; pleasant surroundings; 


WANTED—BOARD ELIGIBLE PEDIATRICIAN FOR 
group; 2 man department; 
medical school affiliation; associated; excellent expand- 
junior partnership after 2 years; 
good salary; travel expenses paid; applicants invited for 
personal interview. Apply: Dr. 
Hospital and Clinic, Gallipolis, Ohio. 


ing 130 bed hospital; 


SAL ARY $7,570 TO $12 
685 depending upon quali c 
i : not to ese $13,7 0; approved three 
years psychiatric residency 
ity; hourly commuting distance Chicago; 


; salary $300 plus maintenance ; 


have had an approved internship; 
—— at the end of yea 


Territory of Hawali 


INTERNIST ELIGIBLE OR CERTIFIED; 10 MAN 
specialist clinic; hospital association; well equipped: 
excellent opportunity for self-recognition and expression 
among an amicable progressive group, unusually laree 
proportion of imteresting cases; partnership possible 
without investment; excellent starting financial ar 
rangement. Box 2 Welch, West Virginia. c 


EXCELLENT OPPORTUNITY AVAILABLE FOR 


young general practitioner to associate with active 
three man group in resort ; in seuth central Wis 
consin; complete diagnostic tacilities; hospitals 10 and 
15 minutes distance; salary and percentage leading 
to full partnership. Box 5721 C, % AMA 


WANTED SURGEON; BOARD QUALIFIED; YOUNG, 


single; experience in urology and orthopedics helpful 
but not essential: partnershin after one year if mutually 
agreeable; working with older surgeon in central In 
diana; may start July Ist or earlier date. Box 5710 
C, % AMA. 


GRNERAL PRACTICE—PEDIATRICS--YOUNG GEN 


eral practitioner interested in pediatrics to join two 

young general practitioners covering obstetries-gyne 

cology, med, subinterests; new modern building; salary 

; partnership to follow; St. Paul, Minnesota 
> AMA. 


PHYSICIAN WANTED PROSPEROUS COMMUNITY 


serving area of 10,000 needs a doctor; new modern eight 
room air conditioned building; twenty miles north of 
Birmingham, Alabama; rent free to start and $1,000 
month arantee ; hospital staff open; adequate housing 
Box 5625 AMA. 


LARGE MIDDLE WESTERN PHARMACEUTICAL 
manufacturer has position for well trained internist or 
pediatrician; creative medical writing and direct par- 
ticipation in clinical research; give full information, 
professional and personal; all replies confidential, Box 
5669 C, % AMA. 


HOUSE OFFICER IN PATHOLOGY; NEW HOSPITAL 


as yet unapproved for training; approximately 150 au- 
topsies, 4,500 surgical specimens; over 100,000 clinical 
laboratory tests annually; interested parties should 
contact: Director of Laboratories, Richmond Memorial 
Hospital, Richmond 27, Virginia. Cc 


WANTED—BOARD ELIGIBLE ORTHOPEDIST FOR 
17 man well established group; associated, excellent 
expanding 130 bed hospital; junior partnership after 2 
years; good salary; travel expenses paid; applicants in- 
vited for personal interview. A oly: Dr. Charles Holzer, 
Holzer Hospital and Clinic, Hlipotis, Ohio. c 


GENERAL PRACTITIONER — TOWN OF 1,600 IN 


White Mountain area of New Hampshire; unopposed 
semi-industrial practice; open staff new hospital 20 
minutes distance xcellent skiing, hunting, fishing and 
golf; equipped oft » with x-ray: doctor left to special- 
ze. Box 5688 C, % AMA. 


PHYSICIANS WANTED--TO WORK WITH PSYCHI- 
atric patients in 2,400 bed hospital; suburb Chicago; 
salary ranges $7,570 to $12,685 depending upon qual- 
ifications; Northwestern University affiliate; citizenship 
required. Write: Manager, Veterans Ac {ministration 
Hospital, Downey, North Chicago, Mlinois. Cc 


GENERAL PRACTITIONERS INTERESTED IN PSY- 
chiatry; vacancies exist for several full time physicians; 
energetic and willing to learn at Veterans Administra- 
tion Hospital, Chillicothe, Ohio; located forty miles 
south of Columbus. Write, Manager. Veterans Admin 
istration Hospital, Chillicothe, Ohio. Cc 


RESIDENT PHYSICIAN NEW YORK STATE LI- 
cense; or one eligible to take State Board; for 100 bed 
general hospital; expansion program in progress; one 
with obstetrical anesthesia experience preferred; aver- 
age salary $500 monthly. Shore Road penal, Shore 
Road at 91st Street, Brooklyn, New York Cc 


GENERAL PRACTITIONER WANTED--TO JOLIN ES- 

tablished eastern Ohio group of young specialists and 
general practitioners; full partner from start, no invest- 
ment; democratic, academic atmosphere; start at $12,000 
—$15,000 net; annual yontion. study time without loss 
of income. Box 48480, MA. 


ORTHOPEDIC SURGEON BOARD OR ELIGIBLE 
for Chief of Section in active 450 bed GM&S hospital; 
salary $8,999 to $13,760 depending on qualifications; 
liberal vacation and tetirement bene fits; citizenship re- 
quired. Contact: Manager, Veterans Administration 
Center, Shreveport, Louisiana. Cc 

PHYSICIAN WANTED FOR WEDNESDAY AND 
weekend coverage of active general practice; north- 
west Chicago suburb. Box 5339 C, % AMA. 


(Continued on page i104) 
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tions; eligibility for North Carolina license required. 
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HERE ARE THE RESULTS WITH ORAL KENACORT:'© 


Daily | Results 

maintenance 

Number of dosage | Excellent | F 
patients range(mg.) | or good Fair 

Psoriasis 14 6-16 | 3 


Nummular eczema 2 | 4-6 


Alopecia 

areata totalis 
Eczematoid 
dermatitis 2 
Atopic dermatitis :29 
Contact 

dermatitis 2 
Dermatitis 
herpetiformis 2 
Exfoliative 
dermatitis 3 
Giant urticaria 3 


Pemphigus 
vulgaris 1 


*Initial suppressive dose, no maintenance dosage necessary. 


KENACORT IS A NEW, IMPROVED CORTICOSTEROID WHICH PRODUCES EXCELLENT CLINICAL RESPONSE 


¢ low incidence of gastrointestinal distress « without sodium and water retention 
¢ without unnatural psychic stimulation « and on a lower daily dosage range 


Scored tablets of 1 mg., bottles of 50 and 500. Scored tablets of 4 mg., bottles of 30 
and 100. 


1, Reports to the Squibb Institute of Medical Research, 1957. 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97, 1957. 3. Hellman, L., et al.: American Rheumatism 
Association. Interim session, Nov. 23, 1956. 4. Berntsen, C. A., Jr., et al.: New York 
Rheumatism Association. Annual meeting, April 9, 1957, New York. 5. Freyberg, 
R. H., et al.: International Congress on Rheumatic Diseases, June, 1957, Toronto. 


Squibb Quality—the Priceless Ingredient *RENACORT® 18 A TRADENARK 
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(Continued from page 102) 


LOS ANGELES AREA-—PSYCHIATRIC VACANCIES 
in new VA hospital affiliated with 3 medical schools; 
opportunity for individual and group therapy and 
research; salary $8990 through $12,685, plus 2 ye 
cialty allowance. Contact: Manager, VA Hospital, 
Sepulveda, California. 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs; many full and part time opportuni- 
ties available including associations, industry and all 
specialties. Call or write: Garland Medical Placement, 
Washington Street, Chicago, Illinois, Andover 


WANTED—INTERNIST FOR SMALL CLINIC OF IN- 
ternists; twenty five miles from New Orleans; opportu- 
nity to develop own practice or partnership ‘available; 
new hospital under construction. Howard Clinic, Sli- 
dell, Louisiana. c 


NO OB MAN IN TOWN; 4 GENERAL PRACTITIONERS 
onl open staff hospital; drawing area over 25, 
pre er general practitioner with one or two years of 
obstetries training; with gue license; no gynecology. 
Write: Box 5700 C, % AMA 


OBSTETRICIAN-GYNECOLOGIST — BOARD ELIGI- 
ble or certified ; California; associate leading to partner- 
ship; give full particulars, training, family; military 
status, salary expected, availability, hobbies, aim in 
life, ete. Box 5703, % AMA. Cc 


CONSISTENT 
MEANINGFUL 
“ACCURACY. 


The ever-increasing interest in intra- 
arterial pressure emphasizes today’s 
need for a meaningful degree of ac- 
curacy in its measurement. 


The use of a true mercury-gravity in- 
strument assures you of consistent, 
dependable bloodpressure readings. 


GENERAL PRACTITIONER—RURAL CENTRAL NEW 
; home-office opposite hospital; active practice 
net $16, : greater income with major 
excellent roads, | no investment; 
specializing. Box 5715 C. AMA 


INTERNIST FAMILY DOCTOR PRACTICE WITH 
graduate work in internal medicine; no OR; eventual 
partnership; excellent office and hospitai facilities; busy 
practice in suburban community ; outskirts of Cinein- 
nati, Ohio. Box 5673 % AMA 


5673 C 
GENERAL PRACTITIONER—SOUTHERN CALIFOR- 
nia; $12,000 annually plus percentage when qualified; 
and leading to partnership; excellent opportunity for 
future security; license soquired state availability, ex- 
perience, ete. Box 5683 C, 


WANTED OBSTETRICIAN-GY NEC IST 
lish own ae ffice ; 
practice ; ’ partnership after year; 
satisfactory; references, treining. 

A 


AMA. 


; ESTAB- 


PEDIATRICIAN—BOARD CERTIFIED OR ELIGIBLE; 
to join clinic of 37 specialists in midwest university 
city; five members in pediatric department; full mem- 
bership in three years; include professional data in 
first letter. Box 5666 C, % AMA. 


GENERAL PRACTITIONER WANTED — ASSOCIATE 
in lucrative practice; pleasant suburb New York City; 
under 40; military exempt; New York license; am com- 
mitted to leave within the year. Box 5358 C, % AMA. 


ation | 
5642 C, 


J.A.M.A., April 5, 1958 


PRACTITIONERS Ala. clinic group 
with some training in ped. $1,000 mo. i>. 
. (2) Surg. wants assn. with good med. man who 
d do some ob. (3) GP able to do ob, ped. and 
surg. Fla. license; hospital privileges. (4) 
North Georgia community needs doctor. (5) Small 
community with hosp. needs GP-surg. (6) La. doctor 
gent GP-surg. (7) Industrial community necds 
GP; | hosp. 
PATHOLOGIST. (1)_N. C. Must be board qualified. (2) 
idwest hosp. offers salary or percentage 
OBSTETRICIAN Group practice; Southern ‘jocation 
INTERNISTS (1) Texas group. Must be board eligible. 
Good financial opportunity. (2) Board eligible with 
emphasis on GE. (3) Va. doctor “‘setting up’’ clin- 
ic. Needs Int. Med. Offers salary and percentage. (4) 
Internist pare assn. qualified internist. Excellent 
remuneratio 
ORTHOPEDIST. ‘to head dept. in large clinic group. 


na. 
with two GP's, 
Florida. Fla. license essential 


for suburban area. Fast growing 
section near medical center. Wonderful 


Texas. Salary 
ear. 
AL physician, 
OTOLARYNGOLOG! IST 
residential 
opportunity. 
MEDICAL PLACEMENT 
(Mrs. Stewart R. Roberts) 
15 Peachtree Place, N.W 
Atlanta 9, Ga. 


HOUSE PHYSICIAN—FOR NEW AIR-CONDITIONED; 
modern 400 bed general hospital; comfortable living 
quarters; attractive personnel policies. Apply: Admin 
istrator, Richmond Memvrial Hospital, 1300 Westwood 
Avenue, Richmond, Virginia c 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California. 
610 Broadway Street, Los Angeles om. 
ornia. 


GENERAL AND INDUSTRIAL SURGEON; SINGLE 
preferred; willing to work evenings if necessary; shoul: 
have Illinois license; good salary and excellent op 
portunity; complete maintenance if necessary, Dr. } 8 
Mazel, Edgewater Hospital, Chicago 26, Dlinois S 


GENERAL VPRACTITIONER WANTED -TO 
ate with medical group 20 miles north of 
excellent educational program; net ineome 
paid annual vacation and study leave; no 
required. Write: Box 344, Russellton, 


ASSOC! 
Pittsburgh ; 
$12,000 
investinen 
Pennsylvania. ¢ 


OPHTHALMOLOGIST, PEDIATRICIAN, UROLOGIST 


urs | WANTED 


—Board certified or eligible; to join well established 
growing 18 man group in north middie western city ot 
50,000; beautiful new building; salary with ot d part- 
nership; give full details. Box 5629 C, %“. AM 


CLIN It START 

00) month: 
Board eligible 
chronology 


‘ALLFORNLA ORTHOPEDIC 
month for six months then 
future; must have Boards or 
training, education, 
Box 5650 AMA 


last ten years 


WANTED 
cial interest in 
surgery and some 
southern Californi a; 
months. Box 5652 


WANTED — INTERNIST TO TAKE OVER LONG ES.- 
tablished internal medicine practice, Michigan, during 
months, August and September; permanent practice 
available if desired; state training, age and marital 
status. Box 5651 C, Ye AMA. 


GENERAL PRACTITIONER WITH 
internal medicine; able to do minor 
assisting; small group specialists 
salary; share in earnings after 18 
Y AMA 


SIE 


STAFF PHYSICIAN 00 BED TUBERCULOSIS Hos 
pital; salary $600 per month plus furnished, three 
bedroom home and full maintenance; Montana license 
or eligibility required. Address inquiry: Dr ~~ 
Knight, Route 1, Deer Lodge, Montana. Cc 


GENERAL PRACTICE PHYSICIAN 
with general practitioner; Mariemont. 
of Cincinnati; good remuneration ; 
nership; hospital facilities above 
opportunity. Box 5660 C, % AMA 


TO ASSOCIATI 
Ohio; outskirts 
eventual equal part 
average; excellent 


WANTED PEDIATRICIAN; BOARD 
with outstanding pediatrician in) modern, 
equipped; two man office; good future in m 
delightful city near Cincinnati, Ohio. Box 
AMA 


ELIGIBLE; 
completely 
edium sized 
5693 C, % 


OBSTETRICIAN WILLING TO DO SOME 
or a general practitioner interested in 
$12,000 to $15,000 a year depending 
Box 5717 C, % AMA 


NEEDED 
general practice; 
obstetrics; salary 
on qualifications. 


CALIFORNIA AND WEST COAST APPOINTMENTS 
in general practice and all specialties; no registration 
fee: write for forms. Pacific Coast Medical Bureau. 
Agency, 1404 Central Tower, San Francisco 3. c 


GENERAL SURGEON —-TO JOIN GENERAL PRACTICE 
group of young physicians; outstanding clinical facili 
ties; new buildin; St. Paul, Minnesota; salary initi- 
ally, early partnership desired. Box 5700 C, % AMA 


GENERAL PRACTITIONER WITH OHIO LICENSE TO 
take over general practice; no investment; house and 
office available; open staff neomien drawing area over 
25,000. Write: Box 5699 C, MA. 


OTOLARY NGOLOGIST.- BOARD CERTIFLED OR ELI 
gible; large medical group in upper midwest college 
community; salary open; will pay travel expenses for 
interview. Write: Box 5698 C, % AMA 


WANTED — RADIOLOGIST FOR PRIVATE OFFICE 
and hospital practice in large midwestern town: good 
salary and with radiological group. 
Box 5731 C, KA. 


OPHTHALMOLOGIST OR OTOLARY NGOL- 
ogist; in Texas clinic; Board certification not necessary ; 
increasing percentage with $12,000 guarantee Ist year 
Tox 3060 S AMA. 


GENERAL PRACTITIONER WANTED—IMMEDIATE 
opening; association with young general practitioner; 
starting salary $12,000 yearly; partnership later; loca- 
tion, northwest Chicago; suburb. Box 5338 C, % AMA. 


WANTED — GENERAL PRACTITIONER WITH SUR- 
gical experience or ability to associate with or to re- 
place physician in small farming and resort community 
in central Minnesota: terms open. Box 5649 C, % AMA 
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NEUROSURGEON—WITH COMPLETED TRAINING: 
for association leading to full partnership; southern 
California; salary and perecentage ; write full particulars 
in first letter. Box 4614 C, % AMA. 


RADIOLOGIST — CERTIFIED; ASSOCIATE WITH 


group; private practice; 500 bed hospital; two outlying 
hospitals; training in isotopes earees state qualifica- 
tions first letter. Box 5512 C % AMA 

WANTED-—INTERNIST WITH SPECIAL INTEREST 
in gastroenterology; small group well trained men; 
southern California; salary; 


opportunity to share in 
% AMA. 


earnings after 18 months. Box 5631 C, 
ANESTHESIOLOGISTS THREE; TEACHING HOS- 
pital*+ New York City; fee for service basis; team 


potential ; 
schools only 


WANTED—FULL TIME 
must be eligible for license 
and Ohio; and under age 
5685 C, % AMA. 


$15,000 first year; graduates of approved 
tox 5530 C, % AMA 


PHYSICIAN FOR RAILWAY; 
in Virginia; West Virginia 
fifty-six. Address: Box 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 

the A.M.A. Consult Council’s approv ed list 
types of internships and residencies approved. 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital+; weli organized teach- 
ing program; affiliated with Washington University 
School of Medicine; all types of psychiatric experience 
represented; including supervised dynamically oriented 
psychotherapy, psychosomatic medicine, child guidance, 
etc; approved training in psychoanalysis available lo- 
cally; full time director of training is a member of 
The American Psychoanalytic Association; attractive 
Career Program available; citizenship re- 
quired. Write to: Dr. Bernard A. Cruvant, Veterans 

Administration Hospital, 915 North Grand Avenue, St. 

Louis 6, Missouri. D 


AMA APPROVED GENERAL PRACTICE 
immediately—-220 bed general com 


TWO 


residency 


YEAR 
available 


munity hospital*+ approved JCAH; active intern train 
ing program; suburban-rural area short distance to 
New York City; new building extension recently com 
pleted with modern services including rehabilitation; 
competent medical and nursing staff; salary $225 
monthiy including maintenance; we require graduation 
from approved medical school and an approved intern 
ship. Apply: Assistant Administrator, Somerset Hos 
pital, Somerville, New Jersey dD 


PATHOLOGY RESIDENCY 
tomical; fully approved; 


CLINICAL AND ANA 
group of affiliated hospitals 
has staff of four pathologists; two Ph.D. biochemists; 
approved school of medical technology; 21,000 surgical 
specimens and 720 autopsies annually; closely 
vised training; appointments 1-4 years; salary $315 to 


$570, depending upon year of training anc number of 
lependents. Write: Director of Laboratories, aiser 
Foundation Hospital*+, 280 W. MacArthur Blvd 

Oakland 11, California Dd 


PATHOLOGY RESIDENT—OPENING FOR TWO PA 
thology residents; one first year and one advanced; 51 
bed general community hospital*+ with three certified 
pathologists; AMA approved for four years; two years, 
clinical pathology and two years, pathologic anatomy; 
stipend $275 a month plus room, uniforms and laundry 

to $400 monthly by the fourth year; foreign graduates 

considered. Write: George R. Wren, Director, Aultman 

Hospital, Canton, Ohio dD 


SENIOR PHYSICIANS WITH MINI- 
mum of three years psychiatric experience; excellent 
opportunities for advancement; salary range $7 
200 depending upon applicant's training and experie nee; 
annual increments; nominal deduction for complete fam 
ily maintenance; fully approved large eastern mental 
with three year accredited residence training 
; must be eligible for licensure in Connecticut 
AMA 


VACANCIES 


RESIDENCY INTERNAL MEDICINE; 1,300 BED 
general hospital+; 3 year teaching unit; Baylor Uni 
versity College of Medicine; female, private, out-patient 
medicine; includes all subspecialties under supervision 
of Board Certified specialists; stipend $2,840 to $5,550; 
adioisotopes, pulmonary function, research, ete; citi 
genship required. H. D. Bennett, MD, Veterans Ad 
ministration, Houston, Texas I 


APPROVED RESIDENCY IN INTERNAL MEDICINE; 


hospital+ affiliated with Johns Hopkins and University 
of Maryland; housing available for single and married 
residents; American ge required; salary Ist 


3rd year $3,550 
rans Administration 


. 2nd vear $3 
Medical Service, Ve 
Perry Point, Maryland 


IN GENERAL PRACTICE — SANTA 
Hospital+ announces a new 

A Council approved residency in general practice 
at the twe year tevel; hospital fully accredited and 
participating in approved intern and specialty training 
Program. Apply: Medical Director, General Hospital. 
Santa Barbara, California dD 


Apply to: 
Hos 
D 


pital, 


RESIDENCY 
County General 


PATHOLOGY IST OR 2ND YEAR RESI- 
fully approved 800 bed active research hospita 
tests annually; includes ste enzyme, 
tis hemistry; electrophoresis hormone assays 
radioisotopes. Apply: Jewish Chronic Disease 
y pote Street and Rutland Road, Brooklyn 3, New 
ork D 


PITTSBURGH PSYCHIATRIC RESIDENCIES; 2 
approval; third year by arrangement with Univer 
sity of Pittsburgh Medical School; opportunity for 
personal analysis exists; begin at $5,000 and up; full 
maintenance available; selections being made now; 
‘ney starts July Ist. Write: Superintendent, May- 
State Hospital+; Mayview, Pennsylvania D 


MODERN BED HOSPITAL* 

charity service and clinics; general practice 1-2 years; 
pathology, 3 years; internal medicine; full time Director 
Medical Education; stipend $250 first year, $75 housing 


CLINICAL 
de ant; 


and 
and 
Hospital, 


resi 


view 


RESIDENCLES 


236 


allowance. Write: Intern-Resident Committee, Cabell 
Ituntington Hospital b 
WANTED — RESIDENTS IN PSYCHIATRY; THREE 
lable; large easte m me ntal 


approved residencies avails 
hospits al; lent teaching 
cedures; $5,280-$6,600 


fram therapeutic pro 
MA. 


tox 5743 D, % 


PATHOLOGY RESIDENCIES AVAILABLE JULY 
Ist*+; four years approved training pathologic anatomy 
and clinical pathology; abundant surgical and post 


well equipped and well staffed clini- 
stipend commensurate with 
MA. 


mortem materials ; 
cal laboratory; liberal 
training. Box 5742 D, % A 


RADIOLOGY RESIDENTS—FOR 300 BED GENERAL 
Medical and Surgical hospital*+ with three year resi- 
dency program and university affiliation; stipend range 


up to $3,550; additional benefits. Apply: Dr. F. G. 
Dickey, Director Professional Services, Veterans Hos- 
Dital, Atlanta, Georgia D 


WANTED — PEDIATRIC RESIDENT; FOR 200 BED 
general hospitai*+ to begin July, 1958; service being 
developed for accreditation; participating in co-opera- 
tive plan with a fully approved pediatric service; par- 
ticulars will be supplied upon request; salary open. 
Box 5747 D, MA 


FIRST YEAR RESIDENT OR ASSISTANT RESIDENT 
on approved urological service with university affiliation 
in fully approved 300 bed general hospital*+ in south- 
east; salary $250-$325 month plus full mainteng ance ; one 

training in surgery required. Box % 


THREE INTERNSHIPS AVAILABLE IN SAINT MARY 
Mercy Hospital, Gary, Indiana; $250 a month plus full 
maintenance; apartments for married men; Indiana 
license required of foreign graduates. Write: Director 
of Interns D 
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RESIDENT FOR GENERAL PRACTICE 90 BED 
modern hospital; JCAH approved; medicine, obstetrics 
and surgery; open July 1, 1958; salary $350 per month 
plus maintenance; no exchange visitor program. Apply: 
Leota L. Harnden, Superintendent, Grace Hospital! 
2307 W. 14th Street, Cleveland 13, Ohio. I 

GENERAL RESIDENCY AVAILABLE JULY 1, 1958 
180 beds; 28 bassinets; general hospital, accredited 
by Joint mmission on Accreditation of Hosp 
stipend 5 month plus full maintenance. Ack 
Administrator, Benedictine Hospital, Kingston, 

York 

FULLY APPROVED OBSTETRICS - GYNECOLOGY 
residency—320 bed non-sectarian, non-profit hospital+; 
on license or eligible; stipend $300 App 

©. DeLear, Assistant Administrator, St. Francis 
Memorial Hospital, 900 Hyde Street, Sz ) 
‘alifornia 


ANE STHESIOLOGY—RESIDENCY, AMA APPROVED 
year program for raduates of accredite medical 
cane Is; maintenance and stipend; vacanci July 1, 
1958 pply: Dr. John Hagen, Director, Medical Edu 
catiol n, Swedish Hospital*+, Seattle, Washington dD 


OBSTETRICS-GYNECOLOGY 
year approved* + 
experie nee stipe nd 

AMA 


RESIDENCY 
2,400 deliveries ; 
available July 1, 1958. Box 
5761 D, 


(Continued on page 110 


they welcome Ovaltine for extra nourishment 


From pediatrics to geriatrics Ovaltine 
provides a rich source of the vitamins, 
minerals and other essential food elements 
required for the maintenance of a good 
nutritional state. 

Ovaitine is a nourishing, well-tolerated 
beverage combining natural blandness 
with good taste. It produces a soothing 
and relaxing effect for the tense and 


nervous patient, particularly when taken 


at bedtime. 


+) 


It is ideal for use where stimulating 
beverages should be avoided...ideal as 
nutritional fortification for patients on 
bland diets...or to help maintain a 
satisfactory nutritional level during 
physiologic stress. 


Three servings of Ovaltine and milk provide: 


12 Vitamins 13 Minerals 

"Vitamin A....... 4000 1.U. including Calcium, 

“Vitamin D ....420 LU, Phosphorus, Iron and lodine 
*Ascorbic acid... ...37.0 mg. CARBOHYDRATE 65 Gm. 
*Thiamine. 1.2 mg. “PROTEIN. 32 Gm. 
“Riboflavin. . . . me. 30 Gm. 
Pyridoxine...... . 0.5 me. *Nutrients for which daily 
Vitamin Bi2.......5.0 meg. dietary allowances are recom- 
Pantothenic acid. ... .3.0 mg. mended by the National Re- 
10.0 mg. search Council, 

Folic acid........ .0.05 mg. A jar of Ovaitine will be 
Choline... 200 mg. sent for your personal use 
Biotin. ............0.03 mg. on request. 


® 
O Va | t INC when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 3, Ill. 
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Pioneers 
Malpractice Prophylaxis 


OFessionat 
EXCLUSIVELY 
SINCE 1899 


“But, darling, this man you see on Wednes- 
day afternoons and Sundays is your daddy!” 


speed nebulization relief with 


ISUPREL 
MISTOMETER' 


In asthma, chronic bronchitis and emphysema, bronchodilata- 
tion can be achieved almost instantly with use of the Isuprel 
Mistometer. This new complete inhaler unit with built-in 
nebulizer delivers a mist of optimal particle size down to 
the smallest bronchioles. One inhalation usually relieves 
asthmatics and improves breathing in patients with chronic 
bronchitis and emphysema. The small, compact, convenient 
Mistometer is leak proof, efficient and economical. It contains 
enough solution (1:400) for 200 accurate, unvarying doses. 


1. After removing green cap from bottle, 
pull off white mouthpiece and turn it side- 
ways to fit hole in flattened end onto metal 
spout (valve stem) of bottle. 


2. Hold assembled unit between thumb 
and index finger. Invert it and close lips 
around open end of mouthpiece. 


3. inhale deeply while firmly pressing down 
on bottle. One whiff usually suffices. If a 
second dose is necessary wait for a full 
minute between inhalations. 


4. Replace mouthpiece and cap. Fit into 
pocket, purse, or place on bedside table. 


ISUPREL is available in all these convenient forms: Jsuprel 
Mistometer, 10 cc. (1:400 Isuprel solution). Jsuprel Solution: 
1:200 and 1:100, for use in conventional nebulizers, bottles of 
10 ec. and 50 cc. Isuprel Sublingual Glossets®: 10 mg. and 15 
mg., bottles of 50 and 500. Jsuprel Solution 1:5000 (paren- 
teral) : ampuls of 1 cc., boxes of 5. 


LABORATORIES New York 18, N.Y. 


Isupre! (brand of isoproterenol), and Glossets (brand of sublingual tablets), trademarks reg. 
U.S. Pat. Off. 


*Mistometer, trademark, Metered Dose Aerosol! Dispenser 
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auto 


The official A.M.A. auto insignia identifies the 
medical profession. It is the distinctive sign of 
a licensed practitioner of medicine. Green cross 
surmounted by crimson disk bearing gold- 
plated Aesculapian staff, and initials ““M.D.” 
in durable hard-fired vitreous enamels and gild- 
ine metal. Attaches to edge of license plate with 
clamp bracket. Copyrighted, numbered, reg- 
istered and available only to A.M.A. members. 
The price is $3.50 complete. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBCRN + CHICAGO 10 


Please send me the A.M.A. auto emblem for only $3.50. 
(J I enclose check C Please bill me 


NAME 
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functional 
uterine 
bleeding... 
the most 
effective 
hormone is 

a progestogen 


(norethindrone, Parke-Davis) 


oral progestogen with unexcelled potency and unsurpassed efficacy 


Functional uterine bleeding is usually due to failure of ovulation with sustained estrogenic stimulation of the endo- 

metriumi in the absence of progesterone, Administered orally, NORLUTIN produces presecretory to secretory and 
marked progestational endometrium in 3 to 14 days.’ Return of normal menstruation frequently can be induced by 
continued cyclic therapy with NORLUTIN during successive months. 

CASE SummaRyY? A 44-year-old woman had spotting and bleeding for 10 days, She was treated with NORLUTIN, 

10 mg. twice daily for 4 days. Bleeding stopped during medication and 24 to 72 hours after cessation of therapy 

normal withdrawal bleeding occurred. 

INDICATIONS FOR NORLUTIN: conditions involving deficiency of progesterone such as primary and secondary 
amenorrhea, menstrual irregularity, functional uterine wbedling, endocrine infertility, habitual abortion, threatened 
abortion. 

PACKAGING: 5-mg. scored tablets (C. T. No. 882), bottles of 30. 


REFERENCES: (1) Greenblatt, R. B., & Clark, S. L.: M. Clin. North America, Philadelphia, W. B. Saunders Company (Mar.) 1957, 
p: 587, (2) Greenblatt, R. B.: J. Clin. Endocrinol, & Metab, 16:869, 1956. (3) Hertz, R.; Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. 
Biol. & Med. 91:418, 1956. 
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PARKE, DAVIS COMPANY - DETROIT 32, MICHIGAN 
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when pregnancy is 


Their simplicity of use assures the high degree of patient 
cooperation which is essential to any program of con- 
ception control. Greaseless, odorless and deodorizing, 
LoropHyN Suppositories melt within 15 minutes to form 
a tenacious spermicidal barrier which has proved highly 
efficacious in clinical studies.* 

Stable in any climate, LoropHyn Suppositories contain 
phenylmercuric acetate 0.02%, methylbenzethonium chlo- 
ride (an effective deodorant) 0.2% and methylparaben in a 
water-dispersible base. Box of 12 hermetically sealed sup- 
positories, 2 Gm. each. 

Also available: Loropuyn Jelly containing phenylmer- 
curic acetate 0.05%, polyethylene glycol of mono-iso-octyl 
ether 0.3%, methylparaben 0.05% and sodium borate 3% 
in a special jelly base, Tube of 3% oz. 


*Eastman, N. J., Seibels, R. E.: J. Am. M. Ass. 139:16, 1949. Eastman, N. J.2 
South. M. J. 42:346, 1949. 


EATON LABORATORIES, NORWICH, NEW YORK 


aindicated... 


(Continued from page 105) APPROVED RESIDENCIES AVAILABLE—1005 


MEDICAL RESIDENCY—THREE YEAR APPROVED with Albany Medical College: 
program; suburban Westchester, New York; $200 month 
plus allowance for living out and depe ndents. Write to: 
Medical Residency Program Director, White Plains 
Hospital*+, White Plains, New York. D 


surgery, psychiatry, physical medicine, pathology, 
ology and neurology; salary $ 
license in New York State acceptable for first 
but permanent cicense in any state required 


a.) IES--GENERAL PRACTICE; JULY 1, 1958; entering second year. Career residencies availal 
100 bed JCAH approved general hospital; residential psychiatry, neurology, and physical medicine 
suburb of Detroit. Apply: Administrator, Cottage Hos- $7,570 to $8,990; age limit 47 years; permanent 1 
pital, 159 Kercheval Avenue, Grosse Pointe Farms 36, in any state required; also full citizenship; all res 
Michigan. D who are Korean G.I. trainees may receive certain 


BED 


GM&S Veterans Administration Hospital; affiliated 
; opportunities for clinical, 
investigative and student teaching activities; U. 8 
citizenship required; applications invited for general 


radi- 


40 to $3,550, temporary 


in 
salary 
license 
idents 
allot- 


ments in addition to hospital salary; bachelor quarters 


APPROVED PATHOLOGY RESIDENCY — PATHO- available for reasonable remuneration. Address — 


to: Director, Professional Services, Veterans 


logic anatomy and clinical pathology; available July 1; istration Hospital, Albany, New York 


excellent supply of material and organized study; re- 
search opportunity; salary $4,800; noonday meal. Saint 
Joseph Hospital+, Burbank, California. D RADIOLOGY—FIRST AND SECOND YEAR RESI 


hospital*+; non governm 


cies; aqetehte July 1, 1958 in 377 bed, 65 bassinett; 


ental; 


— ower OT © short term general 
GENERAL PRACTICE RESIDENT — GULF COAST; Stipend $2,640 and $2,880 respectively with $900 sub- 


as; year gen neral practice, medicine and surgery 


sistence allowance for married persons; department staff 


combined; 35 bed general hospital-clinic; possible as- 
sociation following; liberal salary and bonus; ocean tadiolo ow 
sports. Box 5791 D, % AMA. ‘ 4.300 therapy treatments last year; approved program 
a for three years of specialty training; active general 
EXCELLENT ROTATING RESIDENCY IN 126 BED teaching program for 23 residents in 10 specialties plus 
general hospital; Philadelphia suburbs; $300 per month 16 rotating internships. Write furnishing summary of 
plus full maintenance; no exchange visitor number. Ap- education to: Director of Radiology, Delaware Hospital, 
ply: Delaware County Hospital, Drexel Hill, Pennsyl 14th and Washington Street, Wilmington 99, ela- 
vania. D ware. D 


RESIDENT IN PATHOLOGY; 


J.A.M.A., April 5, 1958 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 


Oklahoma Medical Center. Three year approved train- 
ing provides broad experience in dynamic psychiatry 
with intensive psychotherapy of in-patients and out- 
patients; physiological and pharmacological therapies; 
neurology; child psychiatry; social and preventive psy- 
chiatry; behavioral sciences; psychoanalysis; residents 
participate in teaching and research; Optional super- 
vision, excellent 3 material, complete curriculum; 
Stipends: first year $4,000: second year $4,600; third 
al $5,200; ‘applications now being considered for res- 
dencies beginning July 1959. For details write: Louis 
Jolyon West, MD, Professor of Peery. University 
of Oklahoma School of Medicine and Un ey oat - 
prtats. 800 N. E. 13th Street, Oklahoma City 4, Oki 


: FIRST YEAR SALARY 
$325 with increases each year to $450; four year Board 
approval in both pathologic anatomy and clinical pa- 
thology; want only a first year resident; preferably in 
terested in career of pathology; graduate of approved 
school only; 300 bed ultra-modern hospital*+ with 
ultra-modern laboratory; two full time Board Certified 
pathologists plus two Board Certified consultants; Ph. D. 
biochemist and Ph.D. microbiologist; 5,000 surgicals; 
180 autopsies; well organized teaching program; avail 
able immediately or July Ist. Apply: Grant Murphy, 
MD, Director of Laboratories, McLaren General Hos 
pital, Flint, Michigan. I 


APPROVED THREE yeaa RESIDENCIES IN PSY- 


chiatry—New GM&S hospital; well organized Sonsming 
program; affiliated with Washington University Schoo! 
of Medicine, all types of psychiatric experience repre- 
senced; including supervised synamically oriented psy- 
chotherapy; psychosomatic medicine; child guidance; 
ete. ; approved training in psychoanalysis available local- 
ly; full time director of training | is a member of the 

merican Psychoanalytic A ; attractive career 
residency program avaiable; citizenship required. Write 
to: Dr. Bernard A. Cruvant, Veterans Administration 
915 North Grand Avenue, St. Louis 6, 
souri. 


PATHOLOGY RESIDENCLERB TWO POSITIONS 
available July Ist; in large general medical and sur- 
gical hospital; active autopsy and surgical pathology 
services; approved four years in Pathologic Anatomy 
and Clinical Pathology; residents have clinical 
pathology laboratory; supervision and aching by ten 
full time and consulting pathologists; eight of whom 
are Board Certified; have affiliation for gynecologic an‘ 
pediatric pathology; applicant must be U. 8. citizen 
and graduate of approved medical school; salary $2,800 
to $4,000 depending on experience. Apply: Chief, Lab- 
oratory Service, Veterans Administration Hospital+, 

Hines, Llinois D 


PSYCHIATRY — THREE YEAR APPROVED RES!I- 
dencies; well balanced assignments; including in- 
patient, out-patient department, child, forensic and 
psychosomatic expericnce; psychoanalytically and so- 
matically oriented therapies; suburban _con- 
venient to various psychiatric training faci 
cluding Institute for Psychoanalysis; resident. “under 
supervision of attending psychiatric facilities of medical 
schools in Chicago; U. S. citizenship required. Address: 
Louis Jensen, MD, Chief, Psychiatry Service, Veterans 
Administration Hospital+, Hines, Illinois. D 


PATHOLOGY RESIDENT WANTED THERE ARE 
openings now and in July at the Veterans Administra 
tion Research Hospital for pathology residents; the 516 
bed hospital is affiliated with Northwestern University 
Medical School and appointments are made through 
the Dean's Committee with faculty status; rotation 
through other hospitals affords wide flelds and experi 
ence; excelleat opportunities for research and academic 
study with good remuneration. Inquire: Director of 
Professional Services, Veterans Administration Research 
Hospital, 333 East Huron Street, Chicago 11, Minois. D 


LIMITED NUMBER OF RESIDENCIES STILL AVAIL- 
able—665 bed general hospital; fully approved programs 
with organized teaching; salary range $278 to $362; 
newly furnished apartments, reasonable rents; vacancies 
still exist in obstetrics-gynecology, first vear; ortho 
pedics, first year; pathology, newly expanded program 
first, second, third years; pediatrics, first, second years 
radiology, first year resident and fourth year fellow 
Indiana license or equivalent. Write M. 8S. Bacastow, 
MD, Director Medical Education, Methodist Hospital, 
Indianapolis, Indiana. D 


RESIDENCIES AVAILABLE—APVROVED RESIDEN- 
cies in medicine, surgery, pediatrics, obstetrics and ¢ 
ecology, and general practice available July 1, 1958; 
204 b 43 bassinet city operated hospital; annually 
15,000 in-patients; 9,000 out-patient visits; 12,000 

emergency room Visits; approved for 16 interns; total 

house staff 30; teaching program well organized and 
operating; fundamentals and objectives of program 
available on request; beginning salary $300. Write 

Director, City Hospitais, % City Memorial Hospital, 

Winston-Salem, North Carolina. Dd 


PATHOLOGY RESIDENCIES—AVAILABLE JULY |, 
1958; 4 year approval pathologic anatomy; clinical 
pathology; 400 bed hospital*+ expanding to 800 beds; 
medical technicians training school; 200 necrops 
8,000 surgicals; 150,000 clinico-pathologic examin 
tions; medical photeoraphy : taff of Board Certified 
chief pathologist and 2 ant pathologists; bacteri- 
ologist; 3-4 residents; ed i program ; stipend 
2,400 plus full maintenance including family. Apply 
eo Lowbeer, MD, FCAP, Hillcrest Medical Center, 
Tulsa, Oklahoma. Do 


APPLICATIONS FOR FULLY APPROVED, FOUR 
year residencies in general surgery to begin July 1, 1958 
are now being accepted; this training program is affili 
ated with both Tulane and Louisiana State University 
Schools of Medicine; salaries of residents begin at 
$2,840. United States citizenship required; all training 
done under the supervision of Professors of the two 
medical schools. Apply to: Dr. Lyman K. Richardson, 
Chief of Surgery, Veterans Administration Hospital, 
New Orleans, Louisiana, D 


bor, Michi The dicas and surgical hospital ; 
positions ric residencies; affiliated 
with the University of Michigan offering a fully ac- 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Ireland, 
MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan. D 


(Continued on page 112) 
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“You're right, money can't buy health . . . . so “Personally, I don't like the smug way he second-guesses 
just remember that when you bill me. . .” every little mistake we make.” 


AN INDISCRIMINATE 
KILLER, TOUCHING 


earl THE YOUNG OR OLD 


The ‘‘well-informed’’ patient can help you, by helping himself. For reliable information 
on this subject, have your patients read: 


A collection of Hygeia articles: The War Against Heart Diseases Still Rages, Hearts in the 


HEALTHY HEARTS Breaking, Preventing Heart Attacks, Heart Diseases of Middle Life. 20 pages, 20 cents 


In relation to overweight, hardening of the arteries, high blood pressure, blood clots, 


STROKE diabetes. by William W. Bolton, 8 pages, 15 cents 


Covering types of attacks, symptoms, relief and heart diseases. by Walter Modell, 


HEART ATTACK 12 pages, 15 cents 


A KITCHEN FOR THE Designed for the cardiac housewife, but the work-saving ideas can be applied in any 
“TAKE-IT-EASY” COOK kitchen. Illustrated. by Anna May Wilson, 16 pages, 20 cents 


Write to: ORDER DEPARTMENT 
AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET * CHICAGO 10 ¢ ILLINOIS 
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SOLID BRONZE NAME SIGNS 


Cast, raised letters, drilled, with screws 


3°x12"—$12.60 3"x16"—$16.80 


6"x18"—$37.80 -6"x20"—$42.00 
Other sizes 35c per sq. in. Signs 
with wording on both sides 60¢ per sq. 
COLLECT 
PLEASE SEND CHECK WITH ORDER 


LAUER METAL SHOP 


4206 Groveland Ave. Baltimore 15, Md. 


THERE’S NOTHING Ss 
UNDER THE SUN LiKE @ 


WARM, SUNNY AND DRY ALL YEAR 


data free to physicians: P. O. Box 1111, Tucson, Ariz. 


TRADE MARK 


oe 


Thum—At All Drug Stores 


MAKERS OF 
FINE COSMETICS 


Quality of Ingredients and Suitability of Selections 
are two factors underlying the preparation of Cos- 
metics by Luzier. If you y ana any cosmetic prob- 
lems our sales organization will be happy to serve 
you. 


LUZIER, Inc. e 


"I’m going to lunch, 


Doctor... 


Don’t worry about this autoclave... 
A SpeedClave runs itself!” 


Words of wisdom ... . straight 
from the nurse to you. In a nutshell, 
it’s her story of the New Speed- 
Clave. So simple . . . it almost runs 
itself! 

With a new SpeedClave she just 
“Sets It and Forgets It.’’ There are 
no valves to turn, no waiting, noth- 


Name 


ing to time, nothing to shut off— 
everything’s automatic! She can 
load it, set one dial, and go out 
to lunch. 

If you don’t have a SpeedClave in 
your office, call your Castle dealer 
for a demonstration or write for 
further information. 


LIGHTS AND STERILIZERS 


Wilmot Castle Co. *« 1722c¢ E. Henrietta Rd. + Rochester, N.Y. 


Send me descriptive bulletin DS-246 which tells 
all about the SpeedClave. 


Address 


Kansas City, Mo. 


J.A.M.A., April 5, 1958 
(Continued from page 110) 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA.- 
try+; approved three year program; balanced clinical 
ona didactic training including psychotherapy and so- 
matic therapies, outpatient and child Le chiatry; at 

tate and Menninger Hospitals; liated with 
Topeka Institute for Psychoanalysis: five year appoint- 
ments combining residency and staff experience for 

Board eligibility available at staff salaries. Write: Reg- 

istrar, Menninger School of Psychiatry+, Topeka, — 


RADIOLOGY RESIDENCY AVAILABLE 650 BED 
general hospital*+; midwest; complete three year resi 
dent training for American Board of Radiology; large 
new department including therapy and isotope divi- 
sions; complete teaching facilities; staffed with three 
Sjoard Certified radiologists and six residents; 39,145 
examinations, and 2,142 therapy patients treated last 
year; good private housing facilities available; stipends 

from $325 to $400 per month. Apply: Box 5670 D, 

AMA 


NEUROLOGY RESIDENCY—TWO YEAR BOARD AP- 
proved training program in a 712 bed GM&S hospital 
located in the San Francisco Bay area; affiliation with 
other teaching hospitals and two medical schools ; salary 
2.840 and $3,550 P/A with annual increases; career 
residencies from $6,000 to $9,000 P/A depending on 
qualifications. For further information write: Director, 
Protessional Services, Veterans Administration Hospital 
Oakland, California. D 


PSYCHIATRIC RESIDENCY VACANCIES — AP 
proved three year residency in conjunction with North 
western University Medical School; extensive training 
program in clinical psychology, vocational counseling, 

social service, and related flelds; salary ranges from 

$2,840 to $3,550; and for career residents $5,915 to 
$8,990; hourly commuting distance Chicago; citizenship 
required. Write: Manager, Veterans Administration 

Hospital, Downey, North Chicago, Llinois Dd 


PATHOLOGY RESIDENCIES—UNIVERSITY OF KAN 
sas Medical School and Veterans Administration Hos 
pital; 4 years program for pathology certification; 1 
year program for residents other specialties; 12 full 
time sta‘? pathologists; 10,000 surgicals; 700 aut ”psies, 
clinical pathology; research; $1,500 to $6,000; U 
citizenship preferred. Apply: Dr. R. E Stowell, Uni- 
versity of Kansas Medical Center*+, Kansas City 12, 

Kansas D 


WANTED—RESIDENT PHYSICIAN; JOINT COMMIS 
sion Accredited but not AMA approved for resident 
program and do not have exchange visitor ‘‘P’’ No. ; 
150 bed general hospital; 50 miles south of Washing 
ton, D. C., salary $400 per month and furnish own 

maintenance; room furnished for single resident. Apply: 

Administrator, Mary Washington Hospital, Fredericks 

burg, Virginia. D 


PATHOLOGY RESIDENCIES ONE IMMEDIATE; 
one July Ist; 600 bed general hospital*+ approved 
for 4 year program; modern, well equipped laboratory ; 
an unusual opportunity to combine research and pathol 
ogy training; good private housing facilities available; 

stipends from $325 to $400 per month. Apply: E. M 

Knights, Jr., MD, Director of Pathology, Hurley Hos 

pital, Flint, Michigan. D 


APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 
atry, pulmonary diseases, neurology and pathology; 
available July 1, 1958. 684 bed county hospital + near 
New York City; exceptional educational opportunity; 
only applicants who have completed one year approved 
internships will be considered; stipend $200 monthly 
lus complete maintenanc Apply: 
ergen Pines County Hospital, Paramus, N. J 


RESIDENCY INTERNAL MEDICINE; 1,300 BED 
general hospital+; 3 year; teaching unit; Baylor Uni- 
versity College of Medicine; female, private out patient 
medicine; includes all sub specialists under supervision 
of Board Certified specialists; stipend $2,840 to $3,- 
550; radiolsotopes, pulmonary function, research etc; 
citizenship required. H. D. Bennett, MD, Veterans 

Administration Hospital, Houston, Texas. D 


AINICAL PATHOLOGY — RESIDENCY; SEPARATE 
department of clinical pathology; 1,200 bed teaching 
hospital*+ average 1,600 laboratory examinations per 
day; departmental research and teaching programs; 
salary subject to agreement. Contact: H. G. Kupfer, 
MD, Director, Department of Clinical Pathology, Medi- 
cal College of Virginia, Richmond 19, Virginia.” D 


PEDIATRIC RESIDENCY—! OR 2 YEAR RESIDENCY 
open only to graduates of approved medical schools; 
aceredited program in major teaching hospital*+ in 
seenic area of central Pennsylvania; annually 
with full maintenance; jobs for wives usually available. 
Write: John G. Knauer, MD, Harrisburg Hospita 
Harrisburg, Pennsylvania. 


MEDICAL NEUROLOGY THREE YEAR RESIDEN- 
cies approved by the American Board of Psychiatry 
and Neurology will be available July 1, 1958; the pro- 
gram is under the supervision of the Dean's Committee; 
U. S. citizenship required. Address: Manager, Veterans 
Administration Hospital+, Hines, Hlinois. Attention: 
Chief, Neurology Service D 


PHYSICAL MEDICINE AND REHABILITATION RESI- 
dency—1,800 bed general hospital, three year approved 
program; Baylor University Cé Lege Medicine affiliation ; 
regular reside: ney 550; career residency 
$5,915 to $8,990. b usse irector of Professional 
Services, Veterans Administration Hospital, Houston, 
Texas. D 


PATHOLOGY RESIDENCIES—3 VACANCIES; 600 BED 
teaching hospital*+; university affiliated; 4 year ap- 
proval clinic and anatomical pathology; leading to MS 
degree; three diplomate pathologists and two consult- 
ants; salary $2,500 to $3,490; room, board and duty 
laundry. Creighton Memorial St. Joseph Hospital, 
Omaha, Nebraska. D 


APPROVED THORACIC SURGICAL RESIDENCY 
program at Medical College of Georgia Medical Center; 
openings at first and second year positions, beginning 
July 1, 1958 at salaries $5,000 and $7,000; graduates of 
approved schools preferred. Apply: Robert G. Ellison, 
MD, Chief, Division Thoracic Surgery, Medical College 
of Georgia, Augusta, Georgia. D 


RESIDENCY AVAILABLE--OBSTETRICS AND GYNE- 
cology ; three years es approved ; midwestern medical 
school. Box 5705 D, AMA. 


(Continued on page 114) 
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| OLH.COVINGTON, M.D. 
| PHYSICIANANDSURGEON 
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Relaxes 
both mind 
and muscle 


impairing 
mental or 
physical 
efficiency 

« well suited for 
prolonged therapy 


well tolerated, 
relatively nontoxic 


liver toxicity, 


or nasal stuffiness 


or anxie ty, 


aid uscle spasm 


dicarbamate 


TRANQUILIZER WITH MUSCLE-RELAKAWNT ACTIOIN 


Snupplied : 


] THE ORIGINAL 'MEPROBAMATE 400 mg. scored tablets, 


DISCOMERED |INFRODUOED BY 


— Usual dosage: 
@/ WALLACE LABORATORIES | One or two 


_ NEW RUMBWIOK, (MEW JERSEY 400 mg. tablets t.i.d. 


no blood dyscrasias, 


Parkinson-like syndrome 


in everyday practice 


200 mg. sugar-coated tablets. 


cM-6590 


Whaat eee 
\ 
~ 
M l 
1lItown: 
| 


Two-dimensional 
treatment 


menopause 


Because it replaces half control with full control. 


Because it treats the whole menopausal syndrome. 


Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 400 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
Conjugated Estrogens (equine) 0.4 mg. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
\'/ WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown, the original meprobamate. 


*TRADE-MARK 


|) AN IN 
the 


cystoscopy 
catheterization 


Xylocaine Jelly is an excellent topical anesthetic for 
rapid, sustained relief and relaxation during painful 
urethral procedures. Its nonstaining, water-soluble 
base adheres instantly and intimately to urinary 
mucosa. Nonirritating and well-tolerated; facilitates 


ae instrumentation by lubricating as it anesthetizes. 


Astra Pharmaceutical Products, inc., Worcester 6, Mass., U.S.A. 


for better doctor-patient relationship 


XYLOCAINE”*” 


(brand of ltidocaine*) 
eee ee @ 
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RESIDENCY IN INTERNAL MEDICINE—APPROVED 
250 bed 


general hospital+* in San Francisco; three 

year aperoval: large outpatient department and clinic 

aoe stipend $325 per month first year; plus main- 

enance. Contact: Educational Committee, St. Luke’s 

Hospita 1580 Valencia Street, San Francisco, ay 
fornia. 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
ear active teaching program with unusually wide clin- 
cal experience; opportunities for clinical, teaching and 

research appointments in hospital* + and medical col- 
lege after completion of training. Write : C, M. Land- 
messer, MD, Director of Anesthesiology, Albany Medi- 
cal Center, Albany, New Yor D 


APPROVED ROTATING INTERNSHIPS—ONE YEAR 
Internship July |, 1958; 684 bed county 
near New Yor i t 
nity; only applicants of approved medical schools wil be 
considered; stipena $! monthly plus complete main- 
tenance. Apply: Bergen Pines County Hospital, Para- 
mus, New Jersey. D 


RESIDENT WANTED—GENERAL PRACTICE; 155 BED 
hospital in North Jersey; openings ae Be and 
July 1; well organized teaching program supervised by 
Director of Medical Education; active teaching services 
afford wide clinical experience and ample responsibility; 
monthly stioen’ 3300 and full maintenance. Reply: Box 
5706 D. % AMA 


| 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD, 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. D 


S—ROTATING, 3 AVAILABLE JULY 1, 
6 bed modern genera) hospital+; AMA ap- 

$250 monthly plus full maintenance; 
broad experience available in all services. Apply: 
Chairman, Intern Committee, McKinley Hospital, 
Trenton, New Jersey. D 


INTERNAL MEDICINE—3 FIRST OR YEAR; 
2 third year residencies open July, 1958; three year 
approved program; affiliated with University of Oregon 
Medical School; salary 2. 840 to $3,550. Apply: Chief, 
Medical Service, Veterans Hospital, 
Portland 7, Oregon. D 


TWO ORTHOPEDIC RESIDENCIES OPEN—FULLY 
approved for adults and children orthopedic also frac- 
tures; for details regarding stipend, living accommoda- 
tions, ete.: Contact: Educational Director, St. Mary's 
Hospital, 201 Lafayette Avenue, 8. E., Grand Rapids, 
Michigan. D 


ANESTHESIOLOGIST RESIDENTS—APPROVED TWO 
year active teaching clinical program; available July Ist, 
1958. Peal H. Lorhan, MD, University of Kansas Med- 
ical Center*+, Kansas City, Kansas. D 


(Continued on page 118) 
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OOKS RECEIVED 


Books received by Tue JournNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


The Chemistry of Blood Coagulation. By Paul 
Morawitz. Translated by Robert C. Hartmann, 
M.D., and Paul F. Guenther, M.A., Ph.D. Publica- 
tion number 314, American Lecture Series, mono- 
graph in Bannerstone Division of American Lec- 
tures in Hematology. Edited by Frank H. Bethell, 
M.D., Professor of Internal Medicine, Director, 
Simpson Memorial Institute for Medical Research, 
University of Michigan Medical School, Ann 
Arbor. Originally published as Die Chemie der 
Blutgerinnung, in Ergebnisse der Physiologie 
4:307-423, 1905, by J. F. Bergmann, Wiesbaden, 
Germany. Cloth. $4.50. Pp. 194, with 2 illustra- 
tions, Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scien- 
tific Publications, Ltd, 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen ‘St., W., 
Toronto 2B, Canada, 1958. 


Preventive Medicine for the Doctor in His Com- 
munity: An Epidemiologic Approach. By Hugh 
Rodman Leavell, M.D., Dr.P.H., Professor of Pub- 
lic Health Practice, Head of Department of Public 
Health Practice, Harvard School of Public Health, 
Boston, E. Gurney Clark, M.D., Dr.P.H., Professor 
of Epidemiology, Head of Division of Epidemi- 
ology, School of Public Health and Administrative 
Medicine of Faculty of Medicine, Columbia Uni- 
versity, New York, and nineteen’ contributors. 
[Formerly titled Textbook of Preventive Medicine. | 
Second edition. Cloth. $10. Pp. 689, with 43 illus- 
trations, McGraw-Hill Book Company, Inc., Blakis- 
ton Division, 330 W. 42nd St., New York 36; 
95 Farringdon St., London, E. C. 4, England; 
253 Spadina Rd., Toronto 4, Canada, 1958. 


Spinal Anesthesia. By John B. Dillon, B.S., M.S., 
M.D., Professor of surgery and Chief of Division 
of Anesthesia, Department of Surgery, University 
of California Medical Center, Los Angeles. Publi- 
cation number 326, American Lecture Series, mon- 
ograph in American Lectures in Anesthesiology. 
Edited by John Adriani, M.D., Director, Depart- 
ment of Anesthesia, Charity Hospital, New Orleans. 
Cloth, $3. Pp. 61, with 9 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Il.; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 


Handbuch der Neurosenlehre und Psychothera- 
pie. Lieferung 4: Gegenwiirtiger Stand und Ent- 
wicklungstendenzen in den einzelnen Kulturriiu- 
men. [Band I: Allgemeine Neurosenlehre und 
allgemeine Psychotherapie.] Herausgegeben von 
Professor Dr. med. Dr. phil. Viktor E. Frankl, 
Professor Dr. phil. Dr. med. Victor E. Freiherr 


| v. Gebsattel, und Professor Dr. med, J. H. Schultz. 


Paper. 15 marks. Pp. 232, with illustrations. Urban 
& Schwarzenberg, Thierschstrasse 11, Munich 26; 
Meinekestrasse 13, Berlin W. 15, Germany; Frank- 
gasse 4, Vienna IX, Austria, 1958. 


The Ticks, or Ixodides, of the U. S. S. R.: A Re- 
view of the Literature. By George Anastos. A con- 
tribution of Institute of Acarology, Department of 
Zoology, University of Maryland, College Park. 
This work supported by contract with Chemical 
Corps, Fort Detrick, Frederick, Maryland, U. S. 
Department of Health, Education, and Welfare, 
Public Health Service, National Institutes of Health. 
Public Health Service publication no. 548. Paper. 
Pp. 397. Govern. Print. Off., Washington 25, D. C., 
1957. 


Aids to Ophthalmology. By P. McG. Moffatt, 
M.D., M.R.C.P., F.R.C.S. Eleventh edition. Cloth. 
$3. Pp. 282, with 118 illustrations. Bailliére, Tin- 
dall & Cox, 7-8 Henrietta St., Covent Garden, 
London, W. C. 2, England; [Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Balti- 
more 2], 1957. 


The Functional Organization of the Dien- 
cephalon. By W. R. Hess. Edited by John R. 
Hughes, M.A., Ph.D., Chief of Neurophysiology 
and E. E. G., Meyer Memorial Hospital, Buffalo. 
Cloth. $7. Pp. 180, with 82 illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16; 99 
Great Russell St., London, W. C. 1, England, 1957. 


if 
114 
ormy World” 
—Kliminate PINWORMS IN 
MS IN ONE WEEK | 
ROUNDWORMS IN OR T\ 
Piperazine Citrate, 250 of 300 
. (U. S.A.) INC., Tuckahoe, 
—— 
| 
pe 
| 
Vide 


hypertension 
isastate 
of stress 


2 


EQUANIL 
Meprobomote 
ethazine HCI 
net 


romazine 


HCI 
A Wich 


’ potient under stress 


Philadelphis 2, Pa. 


wm 
3 
> 
Ss 

p=} 
° 
> 


Meprobamate 


Relieves tension— mental and muscular 


— 
anxiety is the voice of s riety Is the voice of s | 
4 
Repres rt, L.A- male, aged 60 
nerv 
typical hypertensive disc 
tional component, EQuaANi was given as an adjunc 
to specific antihypertensive treatment. Symptoms of 
hypertension and emotional tension have been signif- 
A icantly relieved- The combined therapy continues, and ; 
plood pressure js now maintained at neatly normal levels- 
4 
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HELPFUL 


PAMPHLETS 
FOR 


BAFFLED 


PARENTS 


} 


ALL 


“1 think Miss Jones has been working in the nursery too long.” 


CALLING ALL PARENTS 
A delightful booklet where babies do the talk- 


PSYCHIATRIST 
ing through pictures and captions. 36 pages, 
25 cents ¢ 


WHAT DOES YOUR BABY 

PUT IN HIS MOUTH? 

Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 

Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 


eo» 


a 
Z 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 


“He’s been dating another woman—I want him brainwashed!” 
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does 
not 
increase... 


(BRAND. OF HYDROXYZINE) 


actually 


gastric 
secretion 


*Tests in a series of 25 patients show that there j, 
“a definite and distinct lowering [of both volume of 
secretions and of free hydrochloric acid] in the major- 
ity of patients. . . . No patients had shown any in- 
crease in gastric secretions following administration 
of the drug.” 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions. 


2. atarax is well-tolerated.? 
(No parkinsonian effect or blood dyscrasias 


ever reported.) 


3. It is effective in 9 of every 10 tense and 
anxious patients, 


4. Five dosage forms give you maximum flexi- 
bility. 


supplied: 10, 25 and 100 mg. tablets, bottles of 100. Sy Tup, pint 
bottles. Parenteral Solution, 10 cc. multiple-dose vials. 

references: 1. Strub, 1. H.: Personal communication. 2. Ayd, 
F.J., Jr.: presented at Ohio Assembly of General Practice, 7th 
Annual Scientific Assembly, Columbus, September 18-19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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When immediate 
anticoagulant action 
is needed, admin- 
ister Liquaemin® 
Sodium, heparin of 
unexcelled purity. 
Available in 5 dos- 
age strengths. 


‘ORGANON’ 


For the treatment of patients with thromboembolic 


disorders, Liquamar presents these advantages: 


%* marked and prolonged anticoagulant activity 
%* stable and predictable prothrombin responses 
%& ease and certainty of control 

¥%& no nausea, vomiting, or vasomotor instability 
* low incidence of bleeding 

%* low daily maintenance dose 

* low cost 


* proven effectiveness in thousands of patients! 


SUPPLIED: Oral tablets, double-scored, each tablet contain- 
ing 3 mg. of phenprocoumon. In bottles of 100 and 1000. 


1. Ensor, R. E. and H. R. Peters, Ann. Int. Med., 47:731, 1957. 


Write for detailed literature. 


ORANGE, N. J. 


Leader in Anticoagulant Therapy Since 1939 


(Continued from page 114) 


RESIDENTS FOR TWO YEAR APPROVED 
alary $75-$200 per 
on qualification 


WANTED 


internal 


500 bed, 
Superintend: nt, St. 
57, New York. 
EXCELLENT APPROVED 
thesivlogy available at 


medic ine; 


“hire dise 
Hospital* +, New 


Veterans 


APPROVED 1 OR 2 
residencies in 450 bed 
July 
niedical education; stipend $2,600; full m 
and uniforms. Reply to: Educ: nal Directo 

ter City Hospital*+, Worcester, Massachuse 


municipal hospital 


hospital. Apply 


Education, St. Alexis Hospital, 


v 
5163 


YEAR GENERAL PRACTICE 


available 


Ist; teaching program under full time director of 


aintenance 
r, Worces- 
‘tts. D 


year pro- 


circumstances 
of Medical 


| SURGICAL RESIDENCY—SECOND YEAR APPOINT- 
ment a residency; fully approved four 
RESIDENCY IN ANES- gram; available due to  unfores 
Administration Hos- Address: W. Shelly, MD, 


pital+, Denver, Colorado; affiliated Colorado Univer- pis Cleve 
sity School of Medicine; salary $2,840; citizenship re- land 27, Ohio. D 
uired. Dr. F. Jiree *rofes 

J. Rachiele, Director, Professional | WANTED — INTERN; $190; FULL MAINTENANCE, 
board, room, laundry, uniforms; July 1, 1958; 155 bed 

NG INTERN general hospital*+; approved AMA; also approved 
= cancer clinic; training school for nurses. Address: 
teaching service, stipend $300 monthly’ and mainte- Medical Director, Kanawha Valley Hospital, 1014 Vir- 
- - ginia Street, E., Charleston 1, West Virginia. D 


nance; applicants must 


be eligible for California li- 


cense. Contact: Education Committee, St. Luke's Hos- 
pital, 1580 Valencia Street, San Francisco, California. D 
APPROVED ROTATING INTERNSHIPS —ONE YEAR, 
beginning July, 195 275 bed general hospital with required. Bela Halpert MD. , ’ 
large surgical service; stipend $250 monthly and full Hospital, Houston 31, Texas. 
maintenance. Apply: Chairman, Inte rm Committee, The ‘ 2 26 
Memorial Hospital+, Danville, Virginia. D RESIDENCIES—PSYCHIATRY ; 
hospital; three year approved program; affilia 
PATHOLOGY RESIDENCY—AVAILABLE LN 500 BED University College Medicine; 
Ohio hospital* +; four year Board approved training seminar program a ‘stipend regular 
rapidly enlarging community. Box 5527 Db, 5 to $8,990. Write: 


program; 
Yo AMA 


; career, 5 
is Administration Hospital, 


APPROVED 


pathology; 
Medicine ; 
citizenship 


Veterans Administration 
D 


1,300 BED GENERAL 


ted Baylor 


well rounded clinical and 


$2,840 to 


Manager, Vet- 
Houston, Texas. » 


| PATHOLOGY 


J.A.M.A., April 5, 1958 


AMA APPROVED WITH 
gee New England va- 


RESIDENCY 


medical school affiliation ; 


cation area; $300 per month. Apply: Dr. W. Bearty- 
man, Pittsfleid General Hospital, Pittsileld, Massa- 
chusetts. D 


PATHOLOGY RESIDENTS — 600 BED HOSPITAL; 
three full time pathologists; active medical school affili- 
ation and appointment. Dr. Richard G. MeManus, 
Western Pennsylvania Hospital* + Pittsburgh 24, 
Pennsylvania. D 


INTERNAL MEDICINE -UNEXPECTED OPENING IN 
residency program; second year spent in basic sciences 
at University of Michigan Medical Sehool; only grad- 
uates of Class A lited States medical se hools accepted. 
Write: Pontiac General Hospital, Pontiac, Michigan. D 


PATHOLOGY FELLOWSHIP —FOR RESIDENT WITH 
two or more years of pathology training; stipend $3,600 
ber year plus room and board. Apply. F. L. Apperly, 
MD, Department of Pathology, Medical College of 
Virginia*+, Richmond, Virginia D 


2ND-3RD YEAR INTERNAL MEDICINE RESIDENCY 
available; 3 year Board approval; 500 bed Ohio hos- 
pital* +; ravidly enlarging community; graduates of 
approved sehools only; $250-$400 per month stipend. 
Box 5539 D, % AMA. 


HEMATOLOGY 
with two medical 
available July 
Children’s 

D 


PEDIATRIC, PATHOLOGY AND 
residency in hospital affiliated 
schools; excellent educational program; 
1, i958. Apply: Director of Laboratories, 
Hiospital, Washington 9, D. C. 


Cnty: EDIC RESIDENCY AVAILABLE — JULY 1, 
958; Board approved three year program; 500 bed 
One hospital; 25-35% surgical procedures orthopedic; 
Graduates of approved schools only. Box 5486 D, 
AMA, 


EXPERIENCE WANTED—160 BED 
xeneral voluntary hospital; surgery 
maintenance plus $300 monthly. 
Avenue, Brooklyn 38, New 

b 


INTERNS WITH 
progressive, 
is particularly active; 
Adelphi Hospital, 50 Greene 

ork, 


ERAL SURGERY RESIDENCY — 
ul 2nd years; graduates of approved 
Director of Medical Education, Highland 
Hospital*+, Highland Park 3, 


APPROVED G 
Vacancies Ist 
schools only. 
Park General 
gan. 


SENIOR RESIDENT IN 3 YEAR APPROVED PRO 
gram; adequate number service patients for operative 
experience; also vacancy for first year resident in same 
program. City Me morial Hospital, Winston-Salem, 
North Carolina. D 


RESIDENCY AVAILABLE IM- 

6 bed 20 bassinet general hospital, ap- 
4 Commission on Accreditation of Hos- 
pital; salary $400 month. Apply: St. Francis Hospital, 
Wilmington, Delaware b 


INTERNS-JULY 1; HAVING HAD ROTATING IN- 
ternship for 162 bed hospital; $400 per month and 
tull maintenance. Apply: Administrator, 


llorton Me- 
D 


morial Hospital, Middletown, New York. 


INTERN WANTED PROGRAM; SALARY 


$200 monthiy plus reom, laundry and uniforms; new 
modern hospital; foreign interns accepted. pply 
Lourdes Hospital, Binghamton, New York. 

AVAILABLE IMMEDIATELY APPROVED RESI- 


Board Certification in pathological anatomy 
hospital*+ and 
5696 D, % AMA. 


dency for 
and clinical pathology at a university 
medical school. Send replies to: Box 


AVAILABLE IMMEDIATELY — APPROVED RESI- 
dency for Board Certification in pathological anatomy 
and clinical pathology at a university hospital*+ and 
medical school. Send replies to: Box 5488 D, % AMA. 


GENERAL SURGERY RESIDENCY—4 YEAR BOARD 
approval; 500 bed Ohio hospital* +; rapidly enlarging 
community; gra uduates of approved schools only. An- 
swer: Box 5526 D. % AMA. 


RESIDENCIES WANTED 


DESIRES APPROVED SUR- 
Greek citizen; single; avail- 
Sinai, Chicago. Leon Koen, 
Chicago. 


SPANISH GRADUATE 
gical residency; axe 28; 
able July 1; internship Mt. 
MD, 2750 West 15th Place, 


roncien GRADUATE NOW INTERNING IN AP. 
proved American hospital; desires surgical residency 
Starting July, 1958. Please write to: Box 5776, % AMA. 


LOCUM TENENS WANTED 


LOCUM TENENS -GULF COAST; TEXAS; JUNE TO 
October; 55 bed combined general hospital-clinic; sal- 
ary and p vcentage possible; association following; ex 
cellent salt water sports; valuable experience. Box 
570 G, Y AMA. 


QUALIFIED PEDIATRICIAN FOR LOCUM TENENS; 
August 1 to September 15, 1958; New Jersey license 
ry ade possible association later. Box 5755 G, % 

EXTRA MAN WANTED FOR SUMMER MONTHS IN 
resort town in south central Wisconsin. Box 5722 G, 
% AMA. 


ST FOR LOCUM TENENS IN 

pleasant summer surroundings 
and ri ry 1958; or any part of 
6G, % AM 


WANTED—RADIOLA 
Ohie, Lake 


months of June, 
this period. Box 5€ 


(Continued on page 120) 
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to neutralize, 
not penalize 


She returns to report... 
full antacid benefits 


—no 
antacid 
penalties 


After you prescribe ALUDROX, you can expect to enter such 
a report as this in your follow-up record: “Acid neutralization 
free of drawbacks.”” For ALUDROX avoids systemic or other 
handicaps. It avoids laxation (its content of milk of magnesia 
is right). It avoids constipation (its content of aluminum 
hydroxide is right). It avoids alkalosis. It avoids acid rebound. 
And it solves the problem of taste resistance. 

In short, ALUDROX outmodes trouble-making antacids. 
Fresh-flavored, smooth-textured, it encourages patient co- 
operation. Its formula (one part milk of magnesia, four parts 
aluminum hydroxide) is the choice of many physicians for 
fast and prolonged acid neutralization, constipation-inhibiting 
action, and soothing protection. ALUDROX keeps antacid 
trouble out of your practice. 


TABLETS SUSPENSION 


ALUDROX 


Aluminum Hydroxide with Magnesium Hydroxide 
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BELL 
® 
Philadelphia 1, Ps. 


FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA’ CREME 
NIVEA’ SKIN OIL 


and superfatted 


BASIS’ 


Trial supply on request 


LABORATORIES, 


SOUTH NORWALK, 


MADE BY THE MAKERS OF ELASTOPLAST ®—THE ORIGINAL ELASTIC ADHESIVE 


Hemogiobin and 
Glucose Meter 


Accurate, compact, fost, easy to 
operate + Line-operated, no batteries 
to replace * Electronically stabilized, 
no needle drift + Alkaline hemoglo- 
bin method, no waiting * Truly 
reliable glucose readings from finger- 
tip blood + Simplified urine glucose 
test + Fully equipped, with 3 calibro- 
tion cords, pipette, 2 gloss cells. 


Wiite for Bulletin No. 150 
See also Bull. No. 406 on LUMET- 
RON Colorimeter for hemoglobin, 


glucose, urea nitrogen, N. P. N., 
uric acid, ond 78 other clinical 
determinations. 


PHOTOVOLT CORP. 


95 Madison Ave., New York 16,N. Y. 


SOAP 


INC. 


CONN., U. S.A. 


presenting 


EMERG 
| 


| PEDIATRICIAN 


Portable First Aid 
Unit of Emergency 
U. S. P. OXYGEN 


Meets the immediate needs of the pa- 


tient suffering from an acute shortage 
of Oxygen. Delivers 844 Liters the first 
minute; total capacity 56 Liters. Port- 
able, easy to use, refillable economically 
at Approved Service Centers. 


For full information write 


EMERGOX, Inc. 


305 Mulberry St., Nashville, Tenn. 


| ORTHOPEDIC 
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(Continued from page 118) 
SITUATIONS WANTED 


need a well waneee, assistant or associate? 
Be lowe many whe "wee interest you. Write us. 
THE NEW YORK EXCHANGE 
489 Fifth A ( 

Specialists in Selection Since 1926 


THORACIC SURGEON SEEKS GROUP OR ASSOCLA 
tion for practice of the * surgery (cardiovascular 
and pulmonary with bronchoscopy and esophagoscopy) 
with or without general surgery (including traumatic 
surgery) ; completing 5 years, surgical residency, 2 years 
thoracic residency, important charity hospital under 
Nationally known surgeons; passed part I; early 30's; 

well-trained specialist; outstanding ref 

erences; available July. Woodward Medical Bureau, 

185 North Wabash; Chicago | I 


IWLYSICIAN COMPLETING ARMY OBLIGATION IN 
Europe desires io join limited partnership in Pennsy! 
vania, New York, Virginia or West Virginia in town of 
25,000 to 75,000; prefers college town with good schools, 
churches and oben ee: available November L058 
Box 5750 1, % AMA 


SURGEON PART I BOARDS; 


desires association with surgeon, 


UNIVERSITY 
group; $15 


leading to partnership; must have hospital 

8 in chest, orthopedics, gu, gynecology; licensed 

in Kentucky, Alabama, Fiorida; prefer south; will do 
some general practice. Box 5797 1, “% AMA 


SALARIED POSITION WITH GROUP HOSPITAL, 
industry, or solo practice; graduate grade A medical 
school; complete university affiliated rotating internship 
July; State license with reciprocity most others. no 
military obligation; single. Box 5 o AMA 


WEL L EXPERIENCED PHYSICIAN-SURGEON; 
"ACS; desires part or full time position in industrial, 
first aid or factery medical office in Chicago, south or 
southwest side, Call: Prospect 6-1930, Chicago, Illi 
nois. 


UROLOGIST— BOARD EL IGIBLE; COMPLETED RES 
ideney Indianapolis diplomate National Board; 
desires opportunity for association, group or solo prac 
tice; married, family; Army reserve officer. Box 5760 I, 
Y AMA 


INTERNIST 52; BOARD 
university affiliated clinic; subspecialty 
ology and work with radioisotopes; 
or group practice in midwest or west 
AMA 


ELIGIBLE; TRAINING AT 

In gastroenter 

associa ation 
Se 


5762 I, 


desires 


Box 


GRADUATED 

internship and 
American hospitals 
dency or other 
Jorge Poli, Box 


CUBAN 
approved 


MEDICAL DOCTOR WITH 
over three years work at 
approved pediatrics resi 
position in # non-approved hospital 
1754, Habana, Cuba 


desires 


RADIOLOGIST—BOARDS DIAGNOSIS AND THER- 
apy; university trained: Oak Ridge isotopes and clinical 
experience; aie practice with percentage or 
eventual anywhere, prefer south. Box 

5748 I, AMA 


CERTIFIED; 56; FAMILY; 
tary completed; MD 1944; clinical, 
teaching, research experience; desires 
pointment or association with clinic 
available midsummer. Box 5777 1, 


MILI 
pharmaceutical, 
academic ap 
on pediatric group; 
AMA 


OPHTHALMOLOGIST BOARD ELIGIBLE; 
association with established ophthalmologist, or 
or private location; age 31; veteran; 

residency; prefer north east; will 

elsewhere. Box 5778 1, % AMA 


SEEKS 
xroup, 
finishing excellent 

accept opportunity 


GENERAL PHYSICIAN AGE 46; WIDE EXPERI 
ence all branches medicine; ‘desires permanent part 
time appointment mornings only; 5 successive days a 
week; clinical or non-clinical work. Box 5780 1, % 


GEN 
ortho 
available 
Diree 


SURGERON; YEAR'S TRAINING, 
eral surgery, 3 years’ orthopedic surgery; 3 years, 
pedic department, large hospital; Diplomate; 
immediately. Medical Bureau, Burneice Larson, 
tor, 900 North Michigan Avenue, Chicago. 


SURGEON--CANADIAN; 38; VETERAN; MARRIED; 
Board Eligible in general, thoracic, desires position; 
sanatorium, group, association; states of 
California, Maine, New Hampshire, New York, Ohio, 
Pennsylvania. Box 5543 1, % AMA. 


BOARD SURGEON FAC AGE 35; UNIVERSITY 
trained; 5 years practice; desires association with estab 
lished surgeon(s) or elinie group preferably in = mid 
west or north central states. Box 5589 1, % AMA 


BOARD CERTIFIED INTERNIST DESIRES CESSA 
tion private practice, and become associated medical 
executive capacity with growing insurance company; 


prefer midwest or west coast. Box 5757 1, % AMA. 


ORTHOPEDIC SURGEON -BOARD CERTIFIED; 32; 
Chief 150 bed service in military hospital; wide trau 
matic and industrial orthopedic experience desires re 
locate. Reply: Box 5751 1, % A 


(Continued on page 124) 
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Documentary Case History... 


Hypertension controlled 


for four years with 


(reserpine CIBA) 


K. C., a 67-year-old retired shirt manufacturer, had a 
16-year history of hypertension, was troubled by recur- 
rent dizzy spells and headaches. “I'd get several attacks 
a day. ... Usually I’d go into the bedroom and lie down.” 
Serpasil therapy was started four years ago, effecting a 
gradual reduction of the patient’s initial blood pressure 
of 220/120 mm. to the present 140/80. Now well and 
asymptomatic, “. . . I’m able to go to matinees and see 
some of the TV shows.” 

SUPPLIED: Tas.ets, 4 mg. (scored), 2 mg. (scored), 1 mg. 
(scored), 0.25 mg. (scored) and 0.1 mg. 

Exixirs, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


ENVIRONMENTAL ENDOGENOUS 


Hypertension controlled through 


SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


I B A summit, 


Adapted from Moyer, J. H., Dennis, E., and Ford, R.: 
Arch. Int. Med. 96:530 (Oct.) 1955. 
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THE FEMALE 


bacterial 
urethritis 


The female urethra, surrounded 

by a tortuous network of periurethral 
glands, is highly susceptible to 
localized infection ...a frequent 
source of pelvic distress. 


FURACIN® 


BRAND OF NITROFURAZONE 


urethral 
suppositories 


are antibacterial . . . anesthetic... 
gently dilating . .. provide rapid 


control of both pain and infection.* 


Each Suppository contains Furacin 0.2% and 
diperodon*HCl 2%, in a water-dispersible base. 
Hermetically sealed in silver foil, box of 12. 

1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 
Company, 1954, vol. 2, p. 1390 et seq. 

2. Barreti, M. E.: J. M. Ass. Alabama 

26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


onl) 


URETHRA 


postmenopausal 
urethritis 


After the menopause, estrogen 
deficiency leads to atrophy of the 
urethral mucosa with increased sus- 
ceptibility to infection . .. a frequent 


source of pelvic distress. 4 


FURESTROL" 
suppositories 


are estrogenic as well as anti- 
bacterial, anesthetic, and gently 
dilating ... provide “progressive 
histologic normalization” as well 


as prompt symptomatic relief.® 


Each Suppository contains Furacin 0.2%, 
diperodon*HC] 2%, and diethylstilbestrol 
0.0077% 
Hermetically sealed in orchid foil, box of 12. 
4. Youngblood, V. H.; Tomlin, E. M.; 
Williams, J. O. and Kimmelstiel, P.: Tr. South- 
east. Sect. Am. Urol. Ass. (to be published). 

5. Youngblood, V. H.; Tomlin, E. M.; and 
Davis, J. B.: J. Urol., Balt., 78:150, 1957, 


(0.1 mg.), in a water-dispersible base; 


NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
EATON LABORATORIES, NORWICH, NEW YORK 
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A NEW SERIES IN 


Titles in the new series 


® PARENTS’ PRIVILEGE 


for parents of young children 
of pre-school and early 
school age 


@ A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


® FINDING YOURSELF 


for boys and girls of 
approximately junior high 
school age 


® LEARNING ABOUT LOVE 


for young people 
of both sexes (about 16 to 
20 years of age) 


® FACTS AREN'T ENOUGH 


for adults who have any 
responsibility for children 
or youth thet may create 

@ need for an understanding 
of sex education 


prepared by 
Marion O. Lerrigo, Ph.D. 
. Helen Southard, M.A. 


medical consultant 
Milton J. E. Senn, M.D. 


Prepared for the Joint Committee on Health Prob- 
lems in Education of the National Education Asso- 
ciation and the American Medical Association 


distributed by 


ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST. 
CHICAGO 10, ILL. 


SEX EDUCATION 


Prices of quantity orders of any 
SINGLE title 


10 copies 

25 copies 

50 copies 

100 copies 


ORDER BLANK 


Enclosed is $-_mt-.__(no stamps) for the following pamphlet(s): 
Title Quantity 
1. PARENTS’ PRIVILEGE 
2. A STORY ABOUT YOU 
3. FINDING YOURSELF 
4. LEARNING ABOUT LOVE 
5. FACTS AREN'T ENOUGH 
Complete set of five 


Please send pamphlet(s) to: 
(Please Print) 


Name. 
Street 
City 

Zone 


123 
Prices of quantity orders of SETS 
4.25 
10.00 2 400 
150.00 SO0Osets.............. 675.00 


4 
WHEN INFECTION ‘@nd INFLAMMATION are INTERLACED 


& 
\\/ 


Lotion is 
especially 
effective in 
hairy areas 
and tissue 
folds 


SOME CHEMICALS 


bath Street: New? 


Samples and literature available on request. 


Dermatoses and 
Otitis Externa.... 


NEO-CORT-DOME 
Poome 


LOTION pPH4.6 
Acid Mantie®—Hydrocortisone—Neomycin 
provides enhanced topical benefits 
in antiinflammatory, antipruritic, 
antiallergic and antibacterial action. 
Restores normal skin acidity. 


Supply: %2% or 1% Hydrocortisone with 5 mg. per gm. 
Neomycin Sulfate in 42 0z., 1 oz., 2 oz., 4 oz. squeeze 
bottles. (¥2 oz. size has special soft plastic tip for easy 
application of contents into external ear in otitis externa.) 


CREATED ESPECIALLY FOR 


the physician 


CUFF LINKS AND TIE CLIP 


Set $6.00 Plus Fed. Tax 


Professionally yours ... this hand- 
some men’s jewelry set features a 
small Caduceus on simulated 
Mother-of-Pearl. Makes a fine gift 
for any of your colleagues—or for 
yourself! Your jeweler has it or can 


get it for you quickly. 


anson, Inc., 24 Baker St., Providence 5, R. |. 
In Canada: Anson Canada, Ltd., Toronto 


You, 


sind ib 


AMERICAN MEDICAL 
EDUCATION FOUNDATION 
535 No. Dearborn St., Chicago 10, Ill. 


FOR THE LIBRARY 
Sectional Bookcase 


On Approval—Direct from 
Factory at 40% Saving 
Buy direct to meet your 
immediate requirements 
and add sections as your 
library grows. We assume 
responsibility for match- 
ing. 

Furnished in different de- 
signs, woods and finishes. 
Endorsed by over 250.000 
users. Write for catalog 

ept. 3-458. 


Cc. J. LUNDSTROM 
MF 


Little Falls, N. Y. 
Made for the better 
homes and offices 
since 1899 


J.A.M.A., April 5, 1958 
(Continued from page 120) 


EXCHANGE VISITOR—MIDDLE AGED; IS INTER- 
ested in a position outside USA; available immediate ‘ly; 
speaks six languages. Address: I. Hapner, MD, 300 
South Street, Brookline, Massachusetts, I 


ANESTHESIOLOGIST—BOARD ELIGIBLE; AGE 30; 
married; 2 children; in university program: 
available July 1, 1958; prefers location in southern 
California. Box 5772 % % AMA 


ORTHOPEDIST—31; MARRIED; FAMILY; PRIVATE 
practice and university instructo desires relocation; 
Preferably independent practice; Part I Boards com 
pleted; any situation considered. Box 5775 1, % AMA 


GENERAL PRACTITIONER 
cessful rural practice desires 
clinic or industry in Texas or California; 


references; available July Ist tox S787 


FIFTEEN YEARS SUC 
association with group, 
excellent 
AMA. 


% 


INTERNIST--AGE 35; BOARD CERTIFLED; DESIRES 
location for practice either as associate or independent; 


midwest or far west location preferred. Box 5771 1, 
Yo AMA. 


SURGEON BOARD CERTIFIED; DESIRES LOCA- 
tion or association with group or individual in Ohio or 
Illinois. Box 5764 1, % AMA. 


FAMILY; EXPERI 
; teaching; admin 
* completed; special 
expensive. Box 5138 i, MA 


INTERNIST — CERTIFIED; 35; 
enced director of medical edu ati 
istration; prac’ tice 4 
training arthriti 
ing opportunity; 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri 
vate practice, assistants or associates, industry, public 
health. Please write tor recommendations. Shay Medical 
Agency, 55 E. Washington. Chicago. I 


INTERNIST — CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of medical school; has had 
experience in private practice and industrial medicine; 
desires association with hospital, clinic; military service 
completed. Box 4858 I, % AMA. 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; generai surgery; 
two years’ training, thoracic surgery, teaching hospitals 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. 1 


GRADUATE LEAD- 


ANESTHESIOLOGIST—AGE 42; 
ing Canadian medical school; completing residency at 
large medical center New York City; seeks opening 
private practice or group practice eon” north- 
eastern states preferred. Box 5728 |, 


ANESTHESIOLOGIST—AGE 40; CANADIAN GRAD 
uate; wishes position as department head in smaller 
hospital, preferably northeast ; American toard: 
Canadian certification; National Boards; New York 

license: supervisory experience. Box 5707 1, % AMA 


TEAM SURGEON-INTERNIST BOARD ELIGIBLE; 
wife surgeon; training teaching hospital; available De 
cember; husband internist available now; extra training 
metabolic and endocrine; solo or clinic. Box 5730 1, 

AMA. 


RADIOLOGIST—32; CERTIFIED DIAGNOSTIC AND 
therapeutic radiology; university trained; isotope ex- 
perience; desire location in South or Southwest. Box 


5720 1, % AMA. 


PEDIATRICIAN — 39; FAMILY; HAVE BOARDS; 
tired of big city; desire good climate and recreational 
facilities in Pacific northwest; association or solo if 


pediatrician needed in area. Box 5716 1, % AMA. 


DERMATOLOGIST — 31; UNIVERSITY TRAINED; 
Board Eligible; Category IV; California licensed ; 
available July: desire group or association in Cali 


fornia. Box 5733 1, % AMA. 


COLOGIST 82; BOARD EL! 
gible; university trained; practice experience; desire 
opening; earcellent training; references; consider any 
location; various iicensure. Box 5507 I, % AMA. 


OBSTETRICIAN-GY 


GENERAL SURGEON — WELL TRAINED; BOARD 
Certified; 32; family; desires location for practice as 
associate or independent. Box 5475 1, % AMA. 


OPHTHALMOLOGIST—CERTIFIED; EARLY FIFTIES; 
wishes association as office ophthalmologist, and surgi- 
cal assistant; west preferred. Box 5725 1, % AMA, 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED—TECHNICIANS: (a) CHIEF, staff; ASCP, 
“ 8-dr clin, sm affil gen hsp; to 
5000 for staff; city 25,000; M 

XRAY 4-dr clin orp, st 
800 up; MW twn 25,000. (c) 2 MED T 


alif, elle; vol gen hsp 200 bds; to én. art mtce 
coastal resort comm. (d) STA AFF M TECHS; new 
air-cond gen hsp 300 bds; ige an: _ (e) KRAY 
TECH; 2 radiol hd busy dept, 150-bd gen hsp; to 


$3900; resid suburb Chgo. (f) TISSUE TECH: oe 
apprv’d gen hsp 400 bds; to $4200; univ city; 

(9) 2 MED TECHS: med sch affil gen hsp 200 bas: 
to $4800, mtce i bry resid suburb impor univ 
city; SE. (h) BIO-CHEMIST; M.S. to hd active 
sect, busy lab, hsp now nd to over 500 bds; to 
$7200; Ige indus city; MidE. (i) MED TECH; priv 


ofe board path; min $4800; resid city 60,000; MW. 
G) CHIEF MED TECH; hsp now expand’g to 200 
$ or more; Engi. 


Ann Woodward, Direct- 


au, 
or, 185 N. Wabash, Chicago. 


(Continued on page 126) 
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She Symour 


Systemic Anti-inflammatory 


For the First Time a Truly Aqueous Solution in a ONE-VIAL Preparation, 


CHYMAR Aqueous is crystallized chymotrypsin in sodium chloride injection 


for intramuscular administration. 


Uses: As a systemic anti-inflammatory and anti-edematous agent for thera- 
peutic and prophylactic purposes. As an adjunctive with antibiotics in the 
treatment of infected wounds and in the prophylaxis of lesions prone to infection. 


Advantages of CHYMAR Aqueous 

The only one-vial aqueous solution of this systemic anti-inflammatory agent 
in pure, crystallized state. Available in a non-allergenic vehicle . . . Painless on 
injection . . . Injectable to last drop through small-gauge needle because it does 
not adhere to vial or syringe wall. 


Supplied: Crystallized chymotrypsin in sodium chloride injection for intramuscular 
use. In 5 cc. multiple dose vials. Each cc. contains 5000 Armour Units. Also available 
Chymar in oil in 5 cc. multiple dose vials. 


1. Bump on head with laceration 2. Big bruise of buttocks 3. Hemorrhoidectomy 
4. Fracture of forearm 5. Breast biopsy 6. Bursitis of elbow 7. Hernia repair 8. Ankle 
sprain 9. Phlebitis 10. Episiotomy 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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TECHNICIAN; 
laundry for 


MEDICAL 
board, 


REGISTERED 
00 per annum and room, 


WANTED 
salary $5,5 


] +4 e single woman; very pleasant working conditions; night 
ou t e t is calls average less than one per month. Contact: I 

J. T. Gilboy, Box 160, Lexington, Kentucky. L 

“ul WANTED — LABORATORY TECHNICIANS; REGIS- 

peration tered or eligible for ASCP registry; tor 250 bed general 

and training 


salary dependent on experience 


hospital; 
Lorain, Ohio. L 


Write: Pathologist, St. Joseph Hospital, 


APPARATUS WANTED 


X-RAY, ELEC- 
examining 


MEDICAL ITEMS 
short waves, microscopes, 
equipment, lab items, ete. Send lists. 
1045 Rockaway Avenue, Brooklyn 36, 


1177 


WE BUY USED 
trocardiographs, 
room sets, eve 
Global Surgical, 
New York, Hy 5 


PRACTICES FOR SALE 


FULLY EQUIPPED AIR-CONDITIONED 
9 room office in small thriving Ozark Mountain town; 
1957 gross $26,000 with no obstetrics or surger rea 
sonable terms; 3 bedroom home available if desired. 
Box 5792 P, GY AMA. 


ARKANSAS 


CALIFORNIA—GENERAL PRACTICE ESTABLISHED | 
17 years; thriving city; excellent hospital facilities and 
exceptiona! surgical privileges for general practitioner: 
well equipped office; complete files, reasonable rent; 
gross income more than $50,000 last year; terms may 
be arranged to pay $400 per month: specializing; mov- 

ing out of town; will introduce. Main Post Office Box 
1768, San Diego 12, California. P 


practice; should be able to do minor surgery; assist in | 
major; rapidly growing town on ocean; will introduce; 


| 

| 

CALIFORNIA LONG ESTABLISHED GENERAL | 
easy terms. Box 1288, Morro Bay, telephone oduce: | 


Veeder-Root 


2-3611. P 
CALIFORNIA—GENERAL PRACTITIONER OR OTHER 
wanted; assume practice in town of 10,000, two hours 
from San Francisco; by July; residency plans; ae 
i i 5395 AMA. 


outlay needed; can limit practice. Box 5395 P, 


CAL GENERAL PRACTICE IN CITY 
| hour from Los Angeles ; no down necessary; 
MD, 1389 D ees 


for quick blood count 


San Sernardine. California. 


~REDICAL, PRACTICE; THRIV- 
ing town; 14,000; theast; office-home combination 
with all conveniences; large lot; strategicaliy located; 
central air- conditioning and heat; terms to suit; avail- 
able July Ist. Box 571! P, % AMA. 


ILLINOIS — GENERAL PRACTICE; MIDEASTERN; 
growing agricultural-industrial city 50,000; two open 
hospital serving 120,000; office equipment, complete, 
modern office location with parking unsurpassed; gross- 
ing $60,000; introduce one or two physicians ; one 
can easily gre 0,000 first year; name terms; reason | 


Lab technicians like the operat- 
ing speed and ease of checking 


red and white count and differen- for abandonment marital. Hox 5618 P, % AMA 

tial with Veeder-Root single and ILLINOIS — LARGE WELL ESTABLISHED ACTIVE | 

and securely in either Dullding. Hox 9668, % Practice, 
and, other hand can adjust 

microscope, hold slide, dial “pod tural practice: ‘low overhead roseed 


$26,250; with obstetrics estimate gross $40,000; fift 
room modern office; rent $25; records and equipment 
$5,000; house optional $17,000. Box 5636 P, % AMA. 


phone or do pencil work. Slight- 
est finger pressure registers each 
count. Just turn knob to zero for 
fast resetting. 


INDIANA—FOR SALE OR RENT; FULLY EQUIPPED 
eight room office; general praccice in city of 65,000; 
central; gross 1957 $85,000; assist at own surgery; 
leaving to specialize; will introduce; practice and po- 
tential large enough for two physicians. Box 5754 P, 


INDIANA—NORTHEAST; LAKES REGION; YOUNG 
internist to take over established practice in new 9 
room stone building; preferably by June Ist; Picker 
Century X-ray with fluoroscope; gross over $45, 000 in 
city 17,000; county 30,000; only internist; very reason- 
able lease as only expense. Box 5675 P, % AMA 


KANSAS—GENERAL PRACTICE; FULLY EQUIPPED: 
air-conditioned office; seven roome: county seat town; 
area population 5,000; gross $30,000; five year ag home 
available; leaving to ‘associate. Box 5788 P, % AMA. 


QUICK FACTS 
Singie counter counts 
up to 10,000. White 
figures, black back- 

ground. 
Counter —_ 
Figures on one unit, 
ite on black, other 
unit, red on white. 
— unit counts up 
. If not 


GROWING PRACTICE; OFFICE AND 
with medical equipment and records; 
50 bed fully accredited, open staff 
community hospital; community urgently needs general 
practitioner; could support two physicians practicing 
together or separately; ideal spot for physician tired of 
city life; rural scenic area with cool summers, located 
twenty-five miles from Deep Creek Lake resort area; 
good fishing, skiing, and bunting area; physician leav- 
ing to specialize July, 1958. Reply to: Ruth Peachey, 
MD, Grantsville. P 


MARYLAND 
home combined ; 
$21,000; affiliation 


10, available from 
Medical Supply House, use coupon below, 


our 


Veeder-Root 


“The Name That Counts’”’ 
World's Largest Makers of Counting Devices 
VEEDER-ROOT 
HARTFORD 2, CONN. 


MICHIGAN — GENERAL PRACTITIONER TO TAKE 
over thriving practice city of 175,000 northeast section 
state; reasonably priced new equipment including x- 
Tay; receptionist will remain; will stay to introduce; 
cash or terms. Box 5633 P, % AMA 


NEW YORK—FOR SALE; ESTABLISHED GENERAL 
medical practice; combination home and well equipped 
offices including physiotherapy; rural community 35 


Please send me descriptive folder of Veeder- miles from Buffalo; six miles to new hospital; cen- 


a Tally Counters together with cur- [| tralized school. Box 5774 P, % AMA 
| NEW YORK — ACTIVE GENERAL PRACTITIONER 
and surgeon retiring; excellent location for EENT or 
1 surgeon and general practitioner; community of 40,000. 
Street. Sanaa | Box 5793 P. % AMA. 
City State ] NEW YORK—PEDIATRIC AND ALLERGY PRACTICE; 
western part of state; population 100,000; will intro- 
{ duce; equipped office for rent; available July, 1958: 
JA-48 Board Eligible preferred. Box 5735 P, % AMA 


J.A.M.A., April 5, 1958 


? 


NEW! 


LIQUID, 


ASPIRIN-LIKE ANALGESIC & ANTIPYRETIC 


Uy 


DROPSPRIN. 


Prescribe DROPSPRIN wherever and 
whenever the Patient will not or cannot 
swallow aspirin tablets. Especially con- 
venient for infants, children and geriatric 
patients for whom tablet medication is 
difficult. 


DROPSPRIN is a pleasantly flavored 
milky suspension containing, 

1 gr. salicylamide per each Icc. 
DROPSPRIN is completely miscible with 
water, milk or fruit ; vices. DROPSPRIN 
may be used for “active q.s.'ing” in 
place of inert syrups or elixirs in order 
to add degrees of analgesia. 


Indications and dosage: 
Same as for aspirin. 


Supplied: Bottles—1 oz. and 2 oz. with 
dropper calibrated at 0.5¢c. and 1.0cc. 


Samples and literature 
available upon request 


MARTIN H. SMITH CO. 


131 East 23rd St., New York 10, N. Y. 
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OHIO--FOR SALE; COMPLETELY EQUIPPED OF- 

ce; surgical records for past thirty years; equipment 
+ large industrial city in northwest Ohio. 
AMA 


OHIO—FOR SALE; ACTIVE GENERAL PRACTICE IN 
Canton; with surgical privileges; owner leaving city; 
terms may be arranged. Box 5643 P, % AMA. 


PENNSYLVANIA—LUCRATIVE = NE PRACTICE 
established four years; well equ office near 300 
bed general hospital with full gross over 

$30,000 in 1957; leaving for clinic work. Box 5766 P, 
AMA, 


PENNSYLVANIA —COMPLETELY FURNISHED AIR- 
conditioned office; selling to liquidate estate of de- } 
ceased doctor; Address inquiries to: Ida Friedman, 
Executrix, 1135 Levick Street, Philadelphia, Pa. y 


PENNSYLVANIA UNOPPOSED GENERAL PRAC- 
tice in rural community; 45 miles from Seranton; good | 
hospital facilities; only | ~~ property is involved; will | 
introduce. Box 5659 P, AMA. 2 


SOUTH CAROLINA DERMATOLOGIC; ACTIVE, 
crowing, Uhopp » in one of the best climate 
and industry south; a sacrifice bargain. 
tox P, 


WEST VIRGINIA SMALL TOWN GENERAL PRAC- 
tice; large farm area in Preston County; drugs and 


equipment at cost; to take over practice of deceased 2 fe) ~ 
physician without cost; two new hospitals 15 1 HOUR Cc NTR 
miles. Reply: Mrs. ¢ laude Winters, Eglon, West Vir- 1 ‘4 

‘inia A SINGLE DO 


WISCONSIN ELLENT UROLOGICAL PRACTICE; 
could be ea cloped for two men; good industrial 
and cadeny area; fine hospitals; leaving, poor health. 
\ 


tox 


APPARATUS, ETC., FOR SALE 


EAR, NOSE & THROAT EQUIPMENT; INSTRU- 


ments, hydraulic treatment chair; round chrome base; 
Saenben's Imperial treatment cabinet; Pelton pedestal 
cuspidor; Pelton Sterilizer on stand, ete. James H, 


Cornelley, MD, Statesville, North Carolina 


DISPOSO-T SPLINTS AVAILABLE FOR TREATING 
fractured clavicles in children and adults; set of 5 


izes $52.50; order through surgical supply house or : 
direct Hanove r Manutacturing Company, Hanover, 
Q 


KELLY KOETT X-RAY; 30 MA; TILT TABLE AND 
fluoroscopic cassett and Auk; $400; teck- Lee EKG 
self writer; new; $350; Jones BMR, $75.00. Dr. Edwin 

Domall, L040 G jonn, Toledo 7, Ohio. Q 


LEITZ, ORTHOLUX MICROSCOPE, AC HROMATIC 
lens; complete; $900. M. Burnhill, MD, 520 E. 90th 
Street, New York, New York Q 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


iEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units; delivered: in 
Stalled, guaranteed and serviced. Write for details of 
new deferred payment pian and new accessory price 
list: The Kramer X-Ray Company, Inc., formerly Med- 
ical Salvage oo. Inc., 217 E. 23rd Street, New York 
10, New York 


Lanes STOCK new. USED EQUIPMENT; INSTRU- 
ents; or laboratories. 
Harry ‘Wells, 100 goth St., New York 22, New York. Q 


Srrasensurcn 


of ‘Strasionic’ (sustained ionic) Release 


FOR RENT 


FOR RENT—-FULLY EQUIPPED PHYSICIAN'S OF- 
flee including waiting room, consultation room, three 
examining rooms and lavatory; centrally located in resi 
dential area; private entrance. Mrs. R. MePherson, 
141 Diamond Bridge Avenue, Hawthorne, New Jersey, 
Telephone after May Ist, Hawthome 7-0710, 


FOR RENT—SPACE IN NORTHBROOK MEDICAL REAL ESTATE FOR SALE 
center; modern building, square feet. R. 
Grennan & Associates, 1507 eenleat Street, Evanston, 


MEDICAL WRITING 
SOUTH FLORIDA AND THE FLORIDA KEYS’ PROFESSIONAL MEDICAL WRITING SERVICES 


se a "Lane . choice homes and home sites in Im studded, sunny, papers, the hooks, reviews, abstracts. Blue Pencil, 
iitinols, phone: University 4-1469 1 frost. free clinic, Hilly Conner, Mealtor, Islamorada, fox 1516, Grand Central Station, New York 17, New 
Florida, Phone 3701. x York. 
FOR RENT PATIENTS’ RECORDS AND FILES 
SOUTHERN CALIFORNIA SANTA ANA, MEDICAL LABORATORY FOR SALE 


center of Orange County, rapidly growing community 
ral POMPANO BEACH—OPPORTUNITY TO PURCHASE 
with stabilized agricultural and industrial economy, fully equipped progressive clinical laboratory in medi- 


thirty miles southeast Los Angeles and ten miles from cal building; fast growing town; excellent potential. 
Pacific; seventeen custom designed suites with private Rox 5344 V ‘AMA. 


entrances from landscaped court; filtered refrigerated 
and heated air thermostatically controlled; brochures 
on Center, Santa Ana and Orange County available 

Santa Ana Medical Center, 2515 North Main Street, PUBLISHERS AND PRINTERS 
Santa Ana, California. 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


CALIFORNIA--ARCADIA AREA; ONE SUITE LEFT 
in modern medical building; other suites occupied by 
pediatrician, EENT and pre sional pharmacy; across 
street from busy clinie and emergency hospital; will 
arrange terms to suit. Knoll-9678 E. Las Tunas, — 
City. 


CLINIC FOR SALE 


FOR SALE—OCCUPIED PROFESSIONAL BUILDING; 
four suites, dentist, optometrist; two physicians; lab- 
oratory, X-ray; corner lot; 25,000 square feet; building 
4,000 square feet paved off street parking; rapidly 
growing coastal conimmunity; no agents Verite San 
Luis Medical Clinic, 9) Pacific, San La Obispo, 

Avenue FARE. & California 


FOR RENT—CRANFORD, NEW JERSEY; NEW OF- 
fices in modern medical building; suburban community; | 
excellent opportunity for specialty or general practice. PROFESSIONAL PRINTING COMPANY 
Call: Br 6-0090, 214 Walnut 
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Maltbie Laboratories Division, 


a practical 
clinical tool 


EEG recording (electroencepha- 
lography) with the Offner Type T 
EEG no longer remains a scientific 
laboratory technique—it becomes a 
practical clinical tool. The Type T 


EEG has eliminated the technical and | 


electrical problems of EEG recording. 
It is easy to operate, with simple, easily 
understood controls, and requires prac- 
tically no maintenance. Plug-in ampli- 
fiers, available on an exchange basis 
from the factory, reduce servicing to 
merely plugging-in a new amplifier in 
the unlikely event of difficulty. 


OFFNER TYPE T 
ELECTROENCEPHALOGRAPH 


Combining new circuit design, mate- 
rials and components . . . using transis- 
tors in place of vacuum tubes . . . the 
Type T is so reliable and easy to operate 
that competent technicians can use it 
easily. (The interpretation of the records 
is still of course a medical problem.) Its 
portability makes it possible to take the 
EEG of patients too ill to be moved .. . 
allows several small hospitals or clinics 
to share the use of an instrument. Its 
freedom from instrumental artifacts, sim- 
plified operation, and lack of maintenance 
problems open a new era in EEG record- 
ing. 


Write for your copy of Bulletin 571, an 8 
page 2 color booklet giving details of the 
Type T and its application in Clinical Lab- 
oratories, Polygraphy, Operating Rooms, 
Small Hospitals, Research Laboratories and 
for Portable and Remote uses. 


OFFNER 
ELECTRONICS 


5320 N. Kedzie Avenue 
Chicago 25, U.S.A. 


J.A.M.A., April 5, 1958 
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ARRESTS ITCHING, INFLAMMATION, SWELLING 


infantile eczemas 

adult contact dermatitis 
eczematoid dermatitis 
neurodermatitis 

nonspecific anogenital pruritus 


Meti-De rM cream 0.5% 


“Meti” steroid topical 


encourages healing—may be used 
also to supplement systemic 

corticosteroid therapy in the more 
extensive and widespread lesions 


GUARDS LESIONS VULNERABLE TO BACTERIAL INVASION 


formula 


Meti-Derm?® neomycin 


“Meti” steroid — antibiotic topical 


—unsurpassed antibiotic effects 
against the common invaders 
of allergic dermatoses plus 
“Meti’’steroid benefits 


Each gram of METI-DERM Cream contains 5 mg. (0.5%) prednisolone, free 
alcohol, in a water-washable base. METI-DERM Ointment with Neomycin 
contains 5 mg. (0.5%) prednisolone and 5 mg. (0.5%) neomycin sulfate in a 
white petrolatum base. 

METI-DERM Cream 0.5%,10 Gm. tube. METI-DERM Ointment with Neomycin, 
10 Gm. tube. 


MetTI—T.M.—brand of corticosteroids. MD-J-128 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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AlwaySin the physician's bag 


»..feady for action 


SPARINE should always be on hand for the patient in 
psychic crisis. In the medical emergency, 

it relieves acute apprehension and modifies the 
patient’s response to pain. In overactivity or 
aggressiveness, SPARINE rapidly calms the 

patient and encourages cooperative 

behavior. To simplify the management of 

these difficult patients, always carry SPARINE. 


SPARINE provides prompt control 
by intravenous injection, effective maintenance 
by both the intramuscular and oral 
routes, and is well-tolerated in all three 
methods of administration. SPARINE 
does not cause liver damage, 
parkinsonian-like syndrome; only rarely 
have blood dyscrasias or seizures 

been reported. 


HYDROCHLORIDE 


Promazine Hydrochloride 


INJECTION 
TABLETS 
SYRUP 


EQUANIL® 
Meprobamate 
PHENERGAN® HCI 

Promethazine HCI 
SPARINE HCI 


Promazine HCI 


A Wyeth normotropic drug for ® 
nearly every patient under stress Philadelphia 1, Pa, 


Comprehensive literature supplied on request 


| 
V 
we 
/ 
4 
f 
2 


7? ee 


—S | 
; 
: - e 
i - 
48 ; 
a 


Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


*“In view of the beneficial responses 
observed when antacids and bland diets 
were used concomitantly with prednisone 
and prednisolone, we feel that these meas- 
ures should be employed prophylactically 
to offset any gastrointestinal side effects.” 
—Dordick, J. R. et al.: New York State 
J. Med. 57:2049 (June 15) 1957. 


*“It is our growing conviction 
that all patients receiving oral ster- 
oids should take each dose after 
food or with adequate buffering 
with aluminum or magnesium hy- 
droxide preparations.” — Sigler, 
J. W. and Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept.) 1956. 


*“The apparent high incidence 
of this serious [gastric] side effect 
in patients receiving prednisone or 
prednisolone suggests the advis- 
ability of routine co-administration 
of an aluminum hydroxide gel.” 
—Bollet, A. J. and Bunim, J. J.: 
J. A. M. A. 158:459 (June 11) 1955. 


One way to make sure that patients receive 


full benefits of “predni-steroid” 


therapy plus 


positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


PREONISOLONE BUFFERED 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500 


MERCK SHARP & DOHME vision of MERCK & CO., inc., Philadelphia 1, Pa. Qo) 
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SUID 


by E. K. H. 


“Good morning, Mrs. Perkins,” said the Fuller 
brush salesman one hot summer day. “I haven't 
seen you in a long time. Some weather we're hav- 
ing, eh? How’s Mr. Perkins standing the heat?” 

“I don’t know,” snapped the woman. “He’s only 
been dead a week.” 

e 

Army Archerd of Variety attended a speech 
Julius Tannen made at the Mt. Sinai Hospital Med- 
ical Staff Ball at the Ambassador Hotel in Los 
Angeles recently. His subject: 

“Do Married Men Make the Best Husbands?” 

a 

Two old friends met in the Bronx. 

“So how is your son getting along at medical 
school, Hannah?” asked one. 

“He’s doing just fine!” came the proud answer. 
“Already he can operate on small children!” 

Groucho Marx, at the recent ninth annual wing- 
ding of the Screen Writers’ Guild began his speech 
to the assemblage thusly: 

“Good evening, screen writers of America, and 
your beautiful, lovely ladies. We in the industry 
all realize that behind every successful screen 
writer stands a woman—and behind her stands his 
wife.” 

e 

Poet Ogden Nash was once asked to write one 
of those shaving verses seen on billboards across 
the highways. He did—and it was promptly re- 
turned. It went: 

“Here lies the body of Elvis Spode; 

He watched the signs and not the road.” 

Make this “Fire Prevention Week”—marry the 
boss’ daughter! 

Some Madison Avenue advertising men were 
gathered together for a pre-luncheon drink or two. 
One of the chap’s hand had a noticeable quiver. 

“Hey,” commented a pal, “you're in a bad way, 
Joe. Look at the way your hand’s shaking.” 

“Don't be silly,” muttered the hangover victim. 
“I’m doing that on purpose. There’s nothing cheers 
me so much on a morning like this as watching the 
whitecaps on a dry martini.” 


“Cheez,” muttered the tramp to a fellow hobo, 
as a good samaritan treated them to hamburgers 
and coffee, “D’ya realize how many meals we have 
to eat before we make a buck!” 

You may or may not have seen the collection 
of “Pills for the Relief in Distress of—” dreamed 
up by Jerry Poutra of Baytown, Texas, and cur- 
rently selling like hotcakes. 

A few of the more popular ones are: 

“Capital Loss Pills, for Relief in the Distress of 
Fiscal Discomfort.” 

“New-Car-Fever Pills, for Relief in the Distress 
of Auto-Intoxication.” 

“Bridge Pills for Relief in the Distress of In- 
flamed Partners.” 

And a big seller: “California Highway Pills, for 
Rundown Pedestrians.” 


“Darling, I hardly recognize you. It makes 
you look so much fatter.” 
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"It happened 
at work 
while he 

was putting: 
oil in 
something" 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
swing a bat 
without 
hurting” 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


FOR PAIN 


Saits of TABLETS 


usually within 5-15 minutes 


usually for 6 hours or more 


excellent for chronic or bedridden patients 


New “demi” strength permits dosage flexibility to meet 
each patient's specific needs. PERCODAN-DEMI provides 
the PERCODAN formula with one-half the amount of salts 
of dihydrohydroxycodeinone and homatropine. 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Available through all pharmacies. 


Each Percopans Tablet contains 4.50 mg. dihydrohydroxyco- 
deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
terephthalate, 0.38 mg. homatropine terephthalate, ‘224 mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. 


ENDO LABORATORIES 
indo Richmond Hill 18, New York 


permits uninterrupted sleep through the night 


MY DAD~ HE HURT HIZ2 BACK REAL BAD 7 
< 


Greater comfort 


for postoperative 


and postpartum patients 


abdominal distention and urinary retention 


can often be prevented or promptly relieved 


—with less need for uncomfortable enemas and catheters 


Urecholine 


Chloride 
(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intubation, 
and suction apparatus. Micturition is facilitated—without the 

discomfort and risk of infection inherent in catheterization. 


Administration and dosage: may be given prophylactically or 
therapeutically after surgery or childbirth. Usual oral dosage: 
10 to 30 mg. three or four times daily. Usual subcutaneous dosage: 
5 mg. three or four times daily. 
Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 
retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease); certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 
Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 
l-cc. ampuls containing 5 mg. 

Urecholine is a trade-mark of MERCK & CO., Inc. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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even if your patien 


most effective oral sk 


soon on tne m agal . tnanks 
LaBoRATORIES, INC - PHILADELPHIA 32, P. 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative?“ and gram-positive*"° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Rawey A. G., _ in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medi » Inc.,>1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28: one. "1957. (3) Hasenclever, H. E: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.; Arch. Int. Med. 99:744, 1957. 
(5) Holloway,"W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


ANTIBIOTIC C 56% 


ANTIBIOTIC D 53% 


80 100 


*Adapted from Ditmore and Lind.” Organisms tested were isolated from stools of 48 patients. 
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107th Meeting ix 


A HOUSING BUREAU has been organized for the American Medical 


Association in San Francisco. Since all requests for rooms are han- 


dled in chronological order, it is recommended that you send in your _ 


application as quickly as possible. 


ALL REQUESTS SHOULD BE ACCOMPANIED by a DEPOSIT 
CHECK for $10.00 per room made out to the AMA HOUSING 
BUREAU. Due to the existing crowded conditions, hotels cancel 
unclaimed reservations by 4:00 p.m. Therefore, a deposit is requested 
to ensure that your reservations will be held on your arrival date— 
whatever the hour. Your deposit will be credited to your account. 
PLEASE DO NOT SEND CASH. 


CANCELLATIONS: Cancellations must be received 15 days prior to 
the meeting for refunds of your deposit to be made by the hotel. If 
sufficient time is not allowed for the hotel to reassign space, all of 
the deposit is forfeited. 


All reservations should be cleared through the AMA Housing Bureau. 
All requests must give definite date and ——- hour of arrival 
and ~ and addresses of all persons who will occupy rooms re- 
quested. 


ALL RESERVATIONS WILL BE CONFIRMED IF REQUEST IS 
RECEIVED NOT LATER THAN JUNE 8. 


IMPORTANT 


Due to complexities of a number of pre-A. M. A. Meetings in San 

Francisco, date of departure cannot be changed after reservations 

have been confirmed by the hotel. Physicians may reserve rooms 

through a prior meeting and retain them through the A. M. A. meeting, 

June 23 to 27, if they so specify. If departure at close of prior meeting 

is indicated, guests are expected to release their rooms to physicians , 
coming in for the A. M. A. Meeting only—June 23 to 27. 


MAIL TO: 


AMA HOUSING BUREAU 
Room 300, 61 Grove Street 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


First Choice Hotel 


Second Choice Hotel 


Third Choice Hotel 


Arrival 


Please ar- 
another. ) 


rooms are very scarce. 
a twin-bedroom with 


(Note: Single 
to share 


range 


Single Room 


Double Bedroom 


Twin Bedroom 


Parlor, bedroom suite 


A.M 


Departure 


NAMES OF ALL OCCUPANTS: 
(Please bracket those sharing a room) 


ADDRESSES: 


Check for $ 
envelope. 


MAIL COUPON TO: 
(Signed) 


Address 


payable to AMA HOUSING BUREAU is enclosed. Please enclose a self-addressed, stamped 


(Please print or type) 


City 
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WASHING TON 


IWO94 NOW 
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COLDEN GATE AVENUE 
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FULTON 


San Francisco in June 1958 will be the medical capital of the world. Visitors from every country will be attending the A.M.A. 
Meeting. It will provide you a fruitful source of new information on the advances of scientific medicine. 

Plan now for your attendance at this outstanding meeting. You will find a broad variety of subjects covered . . . 
be ample opportunity for discussion of your problems with demonstrators in the scientific and technical exhibits. 
All hotel reservations should be cleared through the A.M.A. Subcommittee on Hotels before June 8th... by taking a few moments 
now, you will assure yourself of a hotel reservation. 


and there will 


DOUBLES & TWINS 
$ 5.50- 8.50 


SINGLE DOUBLES & TWINS SUITES ZONE HOTEL SINGLE SUITES 
PICKWICK 
POWELL 
RICHELIEU 
ROOSEVELT 
SAN CARLOS 
ST. FRANCIS 
ST. MORITZ 
SHAW 
SHAWMUT 
SHERATON 
PALACE 

SIR FRANCIS 
DRAKE 
SOMERTON 
SPAULDING 
STEWART 
STRATFORD 
SUTTER 
TERMINAL 
TRAVELERS 
VILLA-SAN 
MATEO 
WHITCOMB 
YMCA 

YORK 


MOTELS 


AUDITORIUM 
TRAVELODGE 
BEL-AIRE 
CARAVAN LODGE 
CORONET 
DOYLE— 

1555 Union Street 
DOYLE— 

1450 Lombard St. 12.00 
DOYLE CIVIC CENTER 12.00 
HOLIDAY LODGE 
HOLLAND 
LOMBARD PLAZA 
MARINA 

MARKET ST. 
TRAVELODGE 
MART 

OCEAN PARK 
PLANTATION INN 
RANCHO LOMBARD 
SEA CAPTAIN 
TRAVELODGE— 


ZONE HOTEL 
ALEXANDER 
HAMILTON 
ARLINGTON 
BELLEVUE 
BERESFORD 
BEVERLY PLAZA 
BILTMORE 
CADILLAC 
CALIFORNIAN 
CANTERBURY 
CARAVAN 
LODGE 
CARTWRIGHT 
CECIL 
CHANCELLOR 
COLONIAL 
COMMODORE 
CORDOVA 
COuRT 
CRANE 
CREST 
DEVONSHIRE 
DON 
DRAKE- 
WILTSHIRE 
EL CORTEZ 
EMBASSY 
ESSEX 
FAIRMONT 
(Women’s Aux- 
iliary Head- 
quarters) 
FIELDING 
FRANCISCAN 
GATES 
GAYLORD 
GOLDEN STATE 
HERALD 
HERBERT 
HUNTINGTON 
KING GEORGE 
LAFAYETTE 
LANKERSHIM 
LA SALLE 
LOMBARD 
MANX 
MARK HOPKINS 
NEW ALDEN 
NEW DALT 


$ 7.00-12.50 
3.00- 5.00 
7.00- 9.00 
6.00- 8.00 
6.00- 8.00 
6.00 


$ 9.00-16.00 $15.00-30.00 
$15.00 
18.00-25.00 15.00 
12.00-24.00 
7.00- 8.00 
5.00 6.00- 8.00 
3.00- 3.50 4.00- 5.50 
(Headquarters hotel—no singles available) 

9.00-15.00 13.00-18.00 24.00-50.00 


16.00-18.00 10.00-22.00 26.00-45.00 
6.00 

8.50-12.00 
9.50-14.00 


19.00-21.00 
25.00-35.00 


6.50- 8.50 


H 
H 
M 
H 
F 
H 
B 


16.00-20.00 
7.50- 8.50 
8.00-10.00 
8.50- 9.50 
12.00-15.00 
8.00-16.00 
7.00- 9.00 
4.00- 5.00 
5.00- 7.00 
5.00- 9.00 
6.00-10.00 
6.00- 7.50 


10.00-14.50 12.00-20.00 
5.50- 7.00 
6.00- 7.00 
7.00-17.00 
5.00- 8.00 
6.00-10.00 
5.00- 6.00 
4.00- 6.00 


30.00-40.00 


20.00-25.00 20.00-25.00 
20.00-25.00 


15.00 


12.00-20.00 
18.00-30.00 


8.00-10.00 
6.50-10.00 
5.50- 7.00 
5.00- 6.00 


15.00 
SUITES 


14.00-18.00 
14.50-18.00 
12.00-18.00 


SINGLE DOUBLES & TWINS 


$ 6.50- 8.50 $ 8.50 


10.00 


$12.50 


15.00 
16.00-23.00 14.00 
7.00-12.00 
9.00-12.00 
4.00- 5.00 
7.50-10.50 
6.50- 8.50 
5.00- 8.00 
4.00- 7.00 
11.00-18.00 
8.00-10.00 
5.00- 6.00 
4.50- 6.50 
5.00- 8.00 
5.00- 9.00 
8.00-11.00 
17.00-21.00 
5.50- 7.50 
5.00- 5.50 


33.00-49.00 12.00 
20.00 
20.00 12.00 14.00 16.00 
14.00 


14.00 


16.00 
16.00 
18.00 


18.00-22.00 


10.00 16.00 
10.00 


7.00 


12.00 
12.50 


25.00-40.00 


9.00 
14.00 

6.00- 8.00 
12.00 
14.00-20.00 
10.00 


14.00 
16.00 


9.00-11.00 
10.00-14.00 20.00-25.00 


6.00- 8, 15.00-20.00 14.00 24.00 
13.00-17.00 28.00-45.00 
4.00 


18.00 


OLYMPIC 
OXFORD 


5.00- 8.00 
7.00 


7.00-10.50 
8.00- 9.00 


16.00-20.00 


FISHERMAN’S 
WHARF 


9.00 10.00 
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5.00- 7.50 
4.50- 5.50 
4.00- 5.00 
12.00-19.00 
6.00- 8.00 : 
7.00 
6.50- 8.00 
5.00 
3.50- 4.00 30.00 
3.50- 5.00 
9.00-15.00 
7.00 
3.50- 4.50 
4.00- 6.00 
F 
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“Yes, she is very young looking—it just goes to show you what 
fresh air, regular hours, proper diet, clean living and _ plastic 


surgery will do for you.” 


J.A.M.A., April 5, 1958 


“She doesn't like to be called the ‘head nurse’. 
She served in the Navy.” 


Before and during 


(whe need of oxygen, prime atom 
without which life cannot exist, is 
increased in both mother and child 
during the energy-consuming birth 
process.... Pure oxygen is also of 
value for prevention of nausea and 
vomiting, which is a serious hazard 
to the anesthetized patient during 
delivery.” 

“Obstetric Oxygenation,” Dunlap, J.C.: 
Texas State J. M. 52:806 (Nov.) 1956 


Linde Company (Dept. Z-41) 
Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, N. Y. 


Please add my name to the complimentary mailing list 
for OxyceEN THERAPY NewS—your monthly review of 
current articles on the use of oxygen in medicine. 


DR. 


can rely 


on OXYGEN U.S.P. by 


producer of highest-purity oxygen 
for more than 50 years 


The terms “‘Linde”’ and ‘Union Carbide" are 


egistered trade-marks of Union Carbide Corporation. 


UNION 
CARBIDE 
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for developmental years 
orange juice 

capably supplies 
recommended daily 
intakes* of vitamin C 


*Nat. Res. Counc., 
Pub. 302, 1953. 


FLORIDA 


COMMISSION - LAKELAND. FLORIDA 
ORANGES ¢ GRAPEFRUIT + TANGERINES 
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80 mg. (girls) 
16—20 
100 mg. 
(boys) 
‘ 16—20 yrs. 
75 mg. Med 
10-12 yrs. 
---------- 50 mg. 
------------4 


makes the shift to ether smoother and easier 


VINETHENE. 


CViny! Ether for Anesthesia, U.S.P.} 


VINETHENE is a superior induction agent prior to ethy! ether. 
Its action is rapid and smooth. Excitement or nausea is 

rarely encountered. Muscular relaxation is good. Such benefits, 
established for a quarter of a century, also recommend 
VINETHENE for short operative procedures and as a 
complement to nitrous oxide or ethylene. VINETHENE is easily 


administered via open, semi-closed or closed methods. MERCK SHARP & DOHME 


Division of MERCK & CO., inc., Philadelphia 1, Pa. 
Supplied: In 10-cc., 25-cc., 50-cc., and 75-cc. botties, each 


with adjustable plastic dropper cap. 
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Vol. 166, No. 14 


THE OPHTHALMOLOGICAL STUDY COUNCIL 
LANCASTER COURSES IN OPHTHALMOLOGY 
Colby College, Waterville, Maine—June 21 to Sept. 6, 1958 
SUBJECTS INCLUDED 


Anatomy Bacteriology Pharmacology Perimetry 

Histology Optics Neuro-Ophthalmology Surgical Principles 
Embryology Physiological Optics Motor and Sensory Glaucoma 

Heredity Visual Physiology Refraction General Diseases and 
Pathology Bio-Chemistry Slit Lamp Ophthalmoscopy 


Fee: $325.00. Veterans’ Tuition Paid by Veterans Administration 
Adequate living quarters on the college campus 
For further information write Ophthalmological Study Council 
Parker Heath, M.D., Sullivan Harbor, Maine 


The Willows Maternity te 


Sanitarium, Inc. 
Since | NORTH SHORE 
cra spacious recreation. grounds. Patients ae. HOSPITAL 


cepted any time. Early entrance advised. Adop- 
tions through Juvenile Court. Rates reasonable 
and adapted to patient’s needs. Complete Medi- 
=<" cal Staff. Address: on the shores of Lake Michigan 


eoreny: = MRS. DON D. HAWORTH, Supt. WINNETKA, ILLINOIS 
2927 Main St., Kansas City 8, Mo. Tel. Westport 1-2104 treatment 


BATTLE CREEK SANITARIUM of emotional 


disorders 

92ND YEAR OF CONTINUOUS SERVICE ; 

A general medical institution fully equipped for diagnostic, therapeutic 

and rehabilitation services. Close cooperation with home physicians in 
management of chronic diseases. 


For rates ond further information, address Box 10! 


THE BATTLE CREEK SANITARIUM BATTLE CREEK, MICHIGAN 


Owned one Lad 
NORTH SHORE HEALTH RESORT CO. 


BELLEVUE PLACE 


for 


Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


desirable assistants 
for your institution 


can be contacted thru 


A CLASSIFIED ADVERTISEMENT 


. in the JOURNAL 
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PACATAL 


“There's Bert—back to his old self again!” 


You remember Bert . . . just a short while ago irascible; careless in his grooming; 
confused and forgetful . . . now, back with his friends, cheerful and alert. He had become 
“ost,”’ peevish, unpredictable — impossible to live with. Because of these progressive, 
grave behavior changes Pacatal was instituted: 25 mg. t.i.d. On Pacatal 

this old man was saved from a more serious breakdown. 


For patients on the brink of psychoses, Pacatal provides more than 
tranquilization. Pacatal has a ‘“‘normalizing” action; i.e., patients think and respond 
emotionally in a more normal manner. To the self-absorbed patient, Pacatal restores 
the warmth of human fellowship .. . brings order and clarity to muddled thoughts... 
helps querulous older people return to the circle of family and friends. 


Pacatal, in contrast to certain phenothiazine compounds, and other tranquilizers, does not 
“flatten” the patient. Rather, he remains alert and more responsive to your counselling. But 
Pacatal, like all phenothiazines, should not be used for the minor worries of everyday life. 


Pacatal is well tolerated; its major benefits far outweigh occasional 
transitory reactions. Complete dosage instructions 
(available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


back from the brink with 


Pacat 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION ,. s 
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Sodium 
Restrictic 


Congestive 
_ Heart Failure 
Hypertension 


Cirrhosis 


Neocurtasal 


AN EXCELLENT SALT REPLACEMENT 


for 
(Low Sodium) Diats 


TASTES 
Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- LOOKS LIKE 
cate, potassium iodide (0.01%). 

pours | SALT 


2 oz. shakers and 8 oz. bottles 


USED 


Sold Only Through Drugstores. 


Assures 
patient cooperation 


$ ‘ 7 


ie Neocurtaral, trademark reg. U.S. Pat. Off. 
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They taste delicious . . . dissolve readily in the mouth 


Tri-Vi-Sol* Poly-Vi-Sol* Deca-Vi-Sol*® 
3 basie vitamins 6 essential vitamins 10 significant vitamins 
drops « tablets drops + tablets drops - tablets 


When you prescribe Tri-Vi-Sol, Poly-Vi-Sol or Deca-Vi-Sol be sure to specify 
form: drops or tablets. The ‘Vi-Sol’ tablets give you a new appealing dosage 
form for vitamin protection of children. Grownups will like them, too. 


Mead Johnson 


Symbol of service in medicine 


ri-Vi-Sol—vitamins A, D and C; Poty-Vi-Solt—vitamins A, D, C, By, Bz and niacin; Deca-Vi-Sol—vitamins A, D, C, B,, By, niacin, pyridoxine, panthenol, By, and biotin, 


now ...in soluble tablets, too! 
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